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What  is  Medicare? 


Medicare  is  a  federal  health  insurance 
program  for  people  65  or  older  and 
certain  disabled  people.  It  is  run  by 
the  Health  Care  Financing  Administration  of 
the  U.S.  Department  of  Health  and  Human 
Services.  Social  Security  Administration  offices 
across  the  country  take  applications  for 
Medicare  and  provide  general  information 
about  the  program. 

Fee-for-Service  or 
Managed  Care? 

How  do  you  want  to  receive  your 
Medicare  benefits?  If  you  hve  in  an  area 
served  by  a  managed  care  plan,  you  have  a 
choice.  You  can  choose  to  get  your  Medicare 
benefits  either  through  the  fee-for-service  sys- 
tem or  through  a  managed  care  plan  such  as  a 
health  maintenance  organization  (HMO). 

If  you  choose  fee-for-service,  you  can  go 
to  almost  any  doctor,  hospital  or  other  health 
care  provider  you  want  to.  Generally,  you  are 
charged  a  fee  each  time  you  use  a  service. 
Medicare  pays  its  share  of  the  bill.  You  are 
responsible  for  paying  the  balance. 

In  managed  care,  you  usually  must  get  all 
of  your  care  from  the  doctors,  hospitals,  and 
other  health  care  providers  that  are  part  of  the 
plan,  except  in  emergencies.  Depending  on  the 
plan,  you  may  have  to  pay  a  monthly  premium 
and  make  a  copayment  each  time  you  go  to  the 
doctor  or  use  other  services. 

A  description  of  fee-for-service  Medicare 
follows.  A  discussion  of  Medicare  managed 
care  begins  on  page  29. 

The  Two  Parts  of 
Fee-for-Service  Medicare 

Hospital  Insurance  (Part  A) 

▼  Hospital  and  skilled  nursing  facility,  home 
health  and  hospice  care. 

Medical  Insurance  (Part  B) 

▼  Doctors'  services,  outpatient  hospital  ser- 
vices, durable  medical  equipment,  and  a 


number  of  other  medical  services  and  sup- 
plies that  are  not  covered  by  Part  A. 

Throughout  this  desk  reference,  Medicare 
Hospital  Insurance  is  called  Part  A  and 
Medicare  Medical  Insurance  is  called  Part  B. 

Part  A  has  deductibles  and  coinsurance, 
but  most  people  do  not  have  to  pay  premiums 
for  Part  A.  Part  B  has  premiums,  deductibles, 
and  coinsurance  amounts  that  you  must  pay 
yourself  or  through  coverage  by  another  insur- 
ance plan.  Premium,  deductible  and  coinsur- 
ance amounts  are  set  each  year  based  on  for- 
mulas estabhshed  by  law.  New  payment 
amounts  begin  each  January  1.  When  amounts 
increase,  you  will  be  notified.  For  1997 
deductible,  premium  and  coinsurance  amounts, 
see  the  charts  on  pages  46  and  47. 

Who  Can  Get  Medicare 
Hospital  Insurance  (Fart  A)? 

Generally,  people  age  65  and  older  can  get 
premium-free  Medicare  Part  A  benefits,  based 
on  their  own  or  their  spouses'  employment. 
(Premium-free  means  there  are  no  premium 
payments.  Most  people  do  not  pay  premiums 
for  Medicare  Part  A.)  You  can  get  premium- 
free  Medicare  Part  A  if  you  are  65  or  older  and 
any  of  these  three  statements  is  true: 

f      you  receive  benefits  under  the  Social  Secu- 
rity or  Railroad  Retirement  system, 

W     you  could  receive  benefits  under  Social 
Security  or  the  Railroad  Retirement  sys- 
tem but  have  not  filed  for  them,  or 

▼     you  or  your  spouse  had  Medicare-covered 
government  employment. 

If  you  are  under  65,  you  can  get  premium- 
free  Medicare  Part  A  benefits  if  you  have  been 
a  disabled  beneficiary  under  Social  Security  or 
the  Railroad  Retirement  Board  for  more  than 
24  months. 

Certain  government  employees  and  certain 
members  of  their  families  can  also  get 
Medicare  when  they  are  disabled  for  more  than 
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29  months.  They  should  apply  at  the  Social 
Security  Administration  office  as  soon  as  they 
become  disabled. 

Or,  you  may  be  able  to  get  premium-free 
Medicare  Part  A  benefits  if  you  receive  contin- 
uing dialysis  for  permanent  kidney,  failure  or  if 
you  have  had  a  kidney  transplant.  People  who 
can  get  Medicare  because  of  kidney  disease 
should  contact  their  Medicare  carrier  (see  page 
48)  to  get  a  copy  of  Medicare  Coverage  of  Kid- 
ney Dialysis  and  Kidney  Transplant  Services. 

Check  with  Social  Security  to  see  if  you 
have  worked  long  enough  under  Social  Secu- 
rity, Railroad  Retirement,  as  a  government 
employee,  or  a  combination  of  these  systems  to 
be  able  to  get  Medicare  Part  A  benefits.  Gen- 
erally, if  either  you  or  your  spouse  worked  for 
10  years,  you  will  be  able  to  get  premium-free 
Medicare  Part  A  benefits. 

Who  Can  Get  Medicare 
Medical  Insurance  (Part  B)? 

Any  person  who  can  get  premium-free 
Medicare  Part  A  benefits  based  on  work  as 
described  above  can  enroll  for  Part  B,  pay  the 
monthly  Part  B  premiums  (in  1997,  $43.80  for 
most  beneficiaries),  and  get  Part  B  benefits.  In 
addition,  most  United  States  residents  age  65 
or  over  can  enroll  in  Part  B. 

Buying  Medicare  Part  A 
and  Part  B 

If  you  or  your  spouse  do  not  have  enough 
work  credits  to  be  able  to  get  Medicare  Part  A 
benefits  and  you  are  65  or  over,  you  may  be 
able  to  buy  Medicare  Parts  A  and  B — or  just 
Medicare  Part  B — by  paying  monthly  premi- 
ums. Also,  you  may  be  able  to  buy  Medicare 
Parts  A  and  B  if  you  are  disabled  and  lost  your 
premium-free  Part  A  solely  because  you  are 
working.  (See  page  41  for  more  information.) 

Enrollment  in  Medicare 

Automatic  Enrollment 

If  you  are  already  getting  Social  Security 
or  Railroad  Retirement  benefit  payments  when 
you  turn  65,  you  will  automatically  get  a 
Medicare  card  in  the  mail.  If  you  are  disabled. 


you  will  automatically  get  a  Medicare  card  in 
the  mail  when  you  have  been  a  disabihty  bene- 
ficiary under  Social  Security  or  Railroad 
Retirement  for  24  months. 

The  Medicare  card  will  show  that  you  can 
get  both  Medicare  Hospital  Insurance  (Part  A) 
and  Medical  Insurance  (Part  B)  benefits.  If  you 
do  not  want  Part  B,  follow  the  instructions  that 
come  with  the  card. 

Some  People  Have  to  Apply 

You  may  not  automatically  get  a  Medicare 
card  in  the  mail.  You  will  have  to  apply  for 
Medicare  benefits  if: 

W     you  have  not  appHed  for  Social  Security  or 
Railroad  Retirement  benefits, 

government  employment  is  involved,  or 

you  have  kidney  disease. 

You  should  file  your  application  during 
your  initial  enrollment  period,  to  avoid  late 
enrollment  surcharges  under  Medicare  Part  B 
(unless  you  qualify  for  a  special  enrollment 
period  as  described  on  page  41).  Your  initial 
enrollment  period  is  a  seven-month  period  that 
starts  three  months  before  the  month  you  first 
meet  the  requirements  for  Medicare.  If  you  do 
not  sign  up  for  Medicare  during  the  first  three 
months  of  your  initial  enrollment  period,  there 
will  be  a  delay  in  starting  your  Part  B  coverage. 
Your  coverage  will  be  delayed  from  one  to 
three  months  after  enrollment. 

If  you  do  not  enroll  for  Medicare  Part  B  at 
any  time  during  your  initial  enrollment  period, 
you  will  not  have  another  chance  to  enroll  until 
the  next  general  enrollment  period.  A  general 
enrollment  period  is  held  each  year  from  Janu- 
ary 1  through  March  31  and  if  you  enroll  during 
this  period  you  will  not  be  able  to  get  Medicare 
until  July  of  that  year.  You  may  also  be  charged 
a  premium  surcharge  for  late  enrollment 
(unless  you  are  covered  under  a  group  health 
plan  based  on  current  employment  as  described 
on  page  35). 

The  enrollment  period  requirements  and 
surcharges  for  late  enrollment  described  above 
for  Part  B  also  apply  to  people  who  buy  Part  A. 
(See  page  41  for  more  information  about  buy- 
ing Medicare  Part  A.) 
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Your  Medicare  Card 

The  Medicare  card  shows  the  Medicare 
coverage  you  have — Hospital  Insurance  (Part 
A),  Medical  Insurance  (Part  B),  or  both — and 
the  date  your  protection  started.  If  you  do  not 
have  both  parts  of  Medicare,  see  page  41  for 
information  on  how  you  can  get  the  part  you 
don't  have. 

Your  Medicare  card  also  shows  your 
health  insurance  claim  number.  Sometimes  this 
claim  number  is  referred  to  as  your  Medicare 
number.  The  claim  number  usually  has  nine 
digits  and  one  or  two  letters.  There  may  also 
be  another  number  after  the  letter.  Your  full 
claim  number  must  always  be  included  on  all 
Medicare  claims  and  correspondence.  When  a 
husband  and  wife  both  have  Medicare,  each 
receives  a  separate  card  and  claim  number. 
Each  spouse  must  use  the  exact  name  and 
claim  number  shown  on  his  or  her  card. 


It  is  important  that  you  remember  to: 

Use  your  Medicare  card  only  after  the 
effective  date  shown  on  it. 

Keep  your  card  handy.  And  be  sure  to 
carry  your  card  with  you  when  you  are 
away  from  home. 

Always  show  your  Medicare  card  when 
you  get  care. 

Always  write  your  complete  health  insur- 
ance claim  number  (including  any  letters) 
on  all  checks  for  Medicare  premium  pay- 
ments or  any  correspondence  about 
Medicare.  Also,  have  your  Medicare  card 
available  when  you  make  a  telephone 
inquiry. 

Immediately  ask  Social  Security  to  get  you 
a  new  card  if  you  lose  yours. 

Never  let  anyone  else  use  your  Medicare 
card. 
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Medicare  Hospital  Insurance  (Part  A) 


What  Part  A  Includes 

Medicare  Part  A  helps  pay  for  four  kinds 
of  medically  necessary  care: 

▼  inpatient  hospital  care, 

▼  inpatient  care  in  a  skilled  nursing  facility 
following  a  hospital  stay, 

▼  home  health  care, 

▼  hospice  care. 

There  is  a  limit  on  how  many  days  of  hos- 
pital or  skilled  nursing  facihty  care  Medicare 
helps  pay  for  in  each  benefit  period.  But,  your 
Part  A  protection  is  renewed  every  time  you 
start  a  new  benefit  period.  Benefit  periods  are 
described  below. 

Skilled  nursing  facility  care  is  the  only 
type  of  nursing  home  care  that  Medicare  cov- 
ers. Medicare  does  not  pay  for  care  that  is  pri- 
marily custodial.  (See  pages  8  and  27  for  more 
about  custodial  care.) 

Benefit  Periods 

A  benefit  period  is  a  way  of  measuring 
your  use  of  services  under  Medicare  Part  A.  A 
benefit  period  starts  the  first  time  you  receive 
inpatient  hospital  care  after  your  Hospital 
Insurance  begins.  A  benefit  period  ends  when 
you  have  been  out  of  a  hospital  or  other  facil- 
ity primarily  providing  skilled  nursing  or  reha- 
bilitation services  for  60  days  in  a  row  (includ- 
ing the  day  of  discharge).  A  benefit  period  also 
ends  if  you  are  in  a  skilled  nursing  facihty  but 
have  not  received  skilled  care  for  sixty  consec- 
utive days.  After  one  benefit  period  has  ended, 
another  one  will  start  whenever  you  again 
receive  inpatient  hospital  care. 

There  is  no  limit  to  the  number  of  benefit 
periods  you  can  have  for  hospital  and  skilled 
nursing  facility  care. 

Here  are  two  examples  of  how  the  benefit 
period  works: 

"W     Example  1:  Ms.  Jones  enters  the  hospital 
on  January  5.  She  is  discharged  on  Janu- 
ary 15.  She  has  used  10  days  of  her  first 
benefit  period.  Ms.  Jones  is  not  hospital- 
ized again  until  July  20.  Since  more  than 


60  days  elapsed  between  her  hospital  stays, 
she  begins  a  new  benefit  period,  her  Part 
A  coverage  is  completely  renewed,  and  she 
will  again  pay  the  hospital  deductible. 

▼     Example  2:  Ms.  Smith  enters  the  hospital  on 
August  14.  She  is  discharged  on  August  24. 
She  also  has  used  10  days  of  her  first  benefit 
period.  However,  she  is  then  readmitted  to 
the  hospital  on  September  20.  Since  fewer 
than  60  days  elapsed  between  hospital  stays, 
Ms.  Smith  is  still  in  her  first  benefit  period 
and  will  not  be  required  to  pay  another  hos- 
pital deductible.  This  means  that  the  first 
day  of  her  second  admission  is  counted  as 
the  eleventh  day  of  hospital  care  in  that 
benefit  period.  Ms.  Smith  will  not  begin  a 
new  benefit  period  until  she  has  been  out  of 
the  hospital  (and  has  not  received  any 
skilled  care  in  a  skilled  nursing  facility)  for 
60  consecutive  days. 

How  Medicare  Pays  for  Part  A  Services 

Medicare  Part  A  helps  pay  for  covered  ser- 
vices you  receive  in  a  hospital  or  skilled  nursing 
facility  or  from  a  home  health  agency  or  hos- 
pice that  has  agreed  to  participate  in  the 
Medicare  program. 

Hospitals,  skilled  nursing  facilities,  home 
health  agencies  and  hospices  that  agree  to 
participate  are  called  "providers"  under  the 
Medicare  Part  A  program.  Providers  submit 
their  claims  directly  to  Medicare — you  cannot 
submit  claims  for  their  services.  The  provider 
will  charge  you  for  any  part  of  the  Part  A 
deductible  you  have  not  met  and  any  coinsur- 
ance payment  you  owe.  Providers  cannot 
require  you  to  make  a  deposit  before  being 
admitted  for  inpatient  care  that  is  or  may  be 
covered  under  Part  A  of  Medicare. 

Intermediaries 

Intermediaries  are  private  organizations 
that  contract  with  Medicare  to  process  claims 
submitted  on  your  behalf  by  hospitals,  skilled 
nursing  facilities,  home  health  agencies,  hos- 
pices and  certain  other  providers  of  services. 
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When  the  Medicare  intermediary  pays  a  claim, 
Medicare  will  send  you  a  notice.  This  notice  is 
for  your  information,  so  that  you  may  keep  a 
record  on  what  services  you  have  received.  This 
notice  is  not  a  bill.  If  you  have  any  questions 
about  the  notice,  contact  the  intermediary. 

New  Notice  Coming  Soon:  During  1997 
and  1998,  Medicare  will  phase  in  a  new  notice  to 
replace  the  Medicare  notice  now  being  used. 
This  notice  will  be  called  a  Medicare  Summary 
Notice.  Just  like  the  Medicare  notice  in  use  now, 
this  new  notice  will  be  for  your  records.  It  will 
not  be  a  bill.  As  soon  as  the  new  notice  is  in  use, 
the  intermediary  will  send  information  explain- 
ing the  notice  to  you. 

Coverage  of  Blood  under  Part  A 

Part  A  helps  pay  for  blood  (whole  blood 
or  units  of  packed  red  blood  cells),  blood  com- 
ponents, and  the  cost  of  blood  processing  and 
administration.  If  you  receive  blood  as  an  inpa- 
tient of  a  hospital  or  skilled  nursing  facility, 
Part  A  will  pay  for  these  blood  costs,  except 
for  any  nonreplacement  fees  charged  for  the 
first  three  pints  of  whole  blood  or  units  of 
packed  red  cells  per  calendar  year.  The  non- 
replacement  fee  is  the  amount  that  some  hospi- 
tals and  skilled  nursing  facihties  charge  for 
blood  that  is  not  replaced. 

If  you  are  charged  nonreplacement  fees, 
you  have  the  option  of  either  paying  the  fees 
or  having  the  blood  replaced.  If  you  choose  to 
have  the  blood  replaced,  you  can  either  replace 
the  blood  personally  or  arrange  to  have 
another  person  or  an  organization  replace  it 
for  you.  A  hospital  or  skilled  nursing  facility 
cannot  charge  you  for  any  of  the  first  three 
pints  of  blood  you  replace  or  arrange  to 
replace.  If  you  have  already  paid  for  or 
replaced  blood  under  Medicare  Part  B  during 
the  calendar  year,  you  do  not  have  to  meet 
those  costs  again  under  Part  A. 


When  You  Are  a  Hospital 
Inpatient 

Medicare  Part  A  helps  pay  for  inpatient 
hospital  care  if  all  of  the  following  four  condi- 
tions are  met: 

▼  A  doctor  prescribes  inpatient  hospital  care 
for  treatment  of  your  illness  or  injury. 

T     You  require  the  kind  of  care  that  can  be 
provided  only  in  a  hospital. 

▼  The  hospital  has  agreed  to  participate  in 
the  Medicare  program.  (Under  certain 
conditions.  Medicare  helps  pay  for  emer- 
gency inpatient  care  in  a  non-participating 
hospital.) 

T     The  Utilization  Review  Committee  of  the 
hospital,  a  Peer  Review  Organization  or  an 
intermediary  does  not  disapprove  your  stay. 

If  you  meet  these  four  conditions, 
Medicare  will  help  pay  for  up  to  90  days  of 
medically  necessary  inpatient  hospital  care  in 
each  benefit  period.  Certain  limits  apply  for 
psychiatric  hospital  care. 

During  1997,  from  the  first  day  through 
the  60th  day  in  a  hospital  during  each  benefit 
period.  Part  A  pays  for  all  covered  services 
except  the  first  $760.  This  is  called  the  inpatient 
hospital  deductible.  (A  deductible  is  an  amount 
you  owe  before  Medicare  begins  paying  for  ser- 
vices and  supphes  covered  by  the  program.) 
The  hospital  may  charge  you  the  deductible 
only  for  your  first  admission  in  each  benefit 
period.  If  you  are  discharged  and  then  readmit- 
ted before  the  benefit  period  ends,  you  do  not 
have  to  pay  the  deductible  again. 

From  the  61st  through  the  90th  day  in  a 
hospital  during  each  benefit  period,  Part  A 
pays  for  all  covered  services  except  for  $190  a 
day.  This  daily  amount  is  called  coinsurance. 
The  hospital  charges  you  the  $190. 

Hospital  reserve  days  (explained  below) 
can  help  with  your  expenses  if  you  need  more 
than  90  days  of  inpatient  hospital  care  in  a 
benefit  period. 

Medicare  Part  A  does  not  pay  for  the  ser- 
vices of  doctors  and  certain  other  practitioners, 
even  though  you  receive  these  services  in  a 
hospital.  Instead,  those  services  are  covered 
under  Medicare  Part  B.  Medicare  does  not 
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cover  most  dental  procedures.  However 
Medicare  Part  A  will  pay  for  dental  services 
that  accompany  hospitalization  because  of: 

▼  the  underlying  condition  or  chnical  status, 
or 

▼  the  severity  of  the  dental  procedure. 

In  addition,  there  are  some  occasions  in 
which  Medicare  Part  B  will  pay  for  certain 
dental  services.  (A  description  of  Medicare 
Part  B  begins  on  page  14.) 

NOTE:  If  you  disagree  with  a  decision  on 
the  amount  Medicare  will  pay  on  a  claim  or 
whether  services  you  receive  are  covered  by 
Medicare,  you  always  have  the  right  to  appeal 
the  decision  (see  page  38). 

Hospital  Inpatient  Reserve  Days 

Medicare  helps  pay  for  your  care  in  a 
hospital  for  up  to  90  days  in  each  benefit 
period.  Medicare  Part  A  also  includes  an  extra 
60  hospital  days  you  can  use  if  you  have  a  long 
illness  and  have  used  up  all  90  days  in  your 
benefit  period.  These  extra  days  are  called 
reserve  days. 

You  have  only  60  reserve  days  in  your  life- 
time. For  example,  if  you  use  8  reserve  days  in 
your  first  hospital  stay  this  year,  the  next  time 
you  visit  a  hospital  you  will  have  only  52 
reserve  days  left  to  use,  whether  or  not  you 
have  a  new  benefit  period. 

You  can  decide  when  you  want  to  use 
your  reserve  days.  After  you  have  been  in  the 
hospital  90  days,  you  can  use  all  or  some  of 
your  60  reserve  days  if  you  wish. 

If  you  do  not  want  to  use  your  reserve 
days,  you  must  tell  the  hospital  in  writing, 
either  when  you  are  admitted  to  the  hospital, 
or  at  any  time  afterwards  up  to  90  days  after 
you  are  discharged.  If  you  use  reserve  days  and 
then  decide  that  you  did  not  want  to  use  them, 
you  must  request  approval  from  the  hospital  to 
get  them  restored. 

During  1997,  Medicare  Part  A  pays  for  all 
covered  services  except  $380  a  day  for  each 
reserve  day  you  use.  You  are  responsible  for 
paying  this  $380. 

All  Medigap  plans  pay  for  365  additional 
hospital  days  after  you  have  used  all  your 


Major  services  covered  under  Part  A 
when  you  are  a  hospital  inpatient: 

a  semiprivate  room  (two  to  four  beds 
in  a  room); 

all  your  meals,  including  special  diets; 

regular  nursing  services; 

costs  of  special  care  units,  such  as 
intensive  care  or  coronary  care  units; 

f     drugs  furnished  by  the  hospital  during 
your  stay; 

▼  blood  transfusions  furnished  by  the 
hospital  during  your  stay; 

▼  lab  tests  included  in  your  hospital  bill; 

▼  X-rays  and  other  radiology  services, 
including  radiation  therapy,  billed  by 
the  hospital; 

f     medical  supplies  such  as  casts,  surgi- 
cal dressings,  and  spHnts; 

''^     use  of  appliances,  such  as  a  wheel- 
chair; 

operating  and  recovery  room  costs; 
and 

rehabihtation  services,  such  as  physi- 
cal therapy,  occupational  therapy,  and 
speech  pathology  services. 


Some  services  NOT  covered  under  Part  A 

when  you  are  a  hospital 

inpatient: 

'^     personal  convenience  items  that  you 
request  such  as  a  telephone  or  televi- 
sion in  your  room; 

private  duty  nurses;  and 

any  extra  charges  for  a  private  room 
unless  it  is  determined  to  be  medically 
necessary. 
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reserve  days.  (See  page  33  for  more  informa- 
tion about  Medigap  insurance.) 


Boston.  (However,  Medicare  Part  B  will  not 
pay  for  the  practitioner.) 


Emergency  Care  in  a  Nonparticipating  Hospital       ^he  Prospective  Payment  System 


Under  certain  conditions,  Medicare  helps 
pay  for  emergency  care  received  from  a  hospital 
that  has  not  agreed  to  participate  in  the 
Medicare  program.  Medicare  will  help  pay  for 
both  inpatient  and  outpatient  emergency  care 
provided  in  a  nonparticipating  hospital  under 
the  following  conditions: 

▼  The  required  emergency  services  are  ser- 
vices that  would  be  covered  by  Medicare 
had  they  been  provided  in  a  participating 
hospital. 

▼  The  emergency  services  were  necessary  to 
prevent  death  or  a  serious  health  problem, 
and  the  nonparticipating  hospital  was 
substantially  more  accessible  than  the 
nearest  participating  hospital. 

▼  The  allegation  that  an  emergency  existed 
is  proven  by  medical  information,  such  as 
a  physician's  statement. 

▼  The  nonparticipating  hospital  is  a  quali- 
fied emergency  services  hospital  that  has 
elected  to  bill  Medicare  for  all  emergency 
services  it  provided  in  the  calendar  year. 

Care  in  a  Psychiatric  Hospital 

Part  A  helps  pay  for  no  more  than  190 
days  of  inpatient  care  in  a  participating  psychi- 
atric hospital  in  your  lifetime.  Once  you  have 
used  these  190  days.  Part  A  does  not  pay  for 
any  more  inpatient  care  in  a  psychiatric  hospi- 
tal. In  most  cases  psychiatric  care  in  general 
hospitals  is  not  subject  to  this  190-day  limit. 

NOTE:  A  special  rule  apphes  if  you  are 
in  a  participating  psychiatric  hospital  at  the 
time  your  Part  A  starts.  Contact  Social 
Security  or  the  Medicare  intermediary  for 
more  information. 

Care  in  a  Christian  Science  Sanatorimn 

Medicare  Part  A  helps  pay  for  inpatient 
hospital  and  skilled  nursing  faciUty  services 
you  receive  in  a  participating  Christian  Science 
sanatorium  if  it  is  operated  or  Hsted  and  certi- 
fied by  the  First  Church  of  Christ,  Scientist,  in 


Medicare  pays  for  most  inpatient  hospital 
care  under  the  Prospective  Payment  System 
(PPS).  Under  PPS,  hospitals  are  paid  a  set  rate 
based  on  payment  categories  called  Diagnosis 
Related  Groups,  or  DRGs.  In  some  cases,  the 
Medicare  payments  are  more  than  the  hospi- 
tal's costs;  in  other  cases,  less  than  the  hospital's 
costs.  But  even  if  Medicare  pays  the 
hospital  less  than  the  cost  of  your  care,  you 
do  not  have  to  make  up  the  difference. 

The  PPS  system  does  not  change  your 
Medicare  Part  A  protection  as  described  in  this 
desk  reference.  PPS  does  not  determine  the 
length  of  your  stay  in  the  hospital  or  the  extent 
of  care  you  receive. 

Skilled  Nursing  Facility  Care 

Medicare  Part  A  can  help  pay  for  certain 
inpatient  care  in  a  Medicare -participating 
skilled  nursing  facility  following  a  hospital  stay. 
Your  condition  must  require  daily  skilled  nurs- 
ing or  skilled  rehabilitation  services  which,  as  a 
practical  matter,  can  only  be  provided  in  a 
skilled  nursing  facility,  and  the  skilled  care  you 
receive  must  be  based  on  a  doctor  s  orders. 

What  is  a  Skilled  Nursing  Facility? 

A  skilled  nursing  facility  is  a  specially 
qualified  facihty  that  specializes  in  skilled  care. 
It  has  the  staff  and  equipment  to  provide 
skilled  nursing  care  or  skilled  rehabilitation  ser- 
vices and  other  related  health  services.  Skilled 
nursing  care  means  care  that  can  only  be  per- 
formed by,  or  under  the  supervision  of,  licensed 
nursing  personnel.  Skilled  rehabilitation  ser- 
vices may  include  such  services  as  physical 
therapy  performed  by,  or  under  the  supervision 
of,  a  professional  therapist.  Most  nursing 
homes  in  the  United  States  are  not  skilled  nurs- 
ing facihties  that  participate  in  Medicare.  In 
some  facilities,  only  certain  portions  participate 
in  Medicare.  If  you  are  not  sure  whether  a 
facility  participates  in  Medicare  as  a  skilled 
nursing  facility,  ask  someone  in  the  facility's 
business  office. 
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When  Can  Medicare  Pay? 

Medicare  Part  A  can  help  pay  for  your  care  in 
a  Medicare-participating  skilled  nursing  facility 
if  you  meet  all  of  these  five  conditions: 

▼  Your  condition  requires  daily  skilled  nurs- 
ing or  skilled  rehabilitation  services  which, 
as  a  practical  matter,  can  only  be  provided 
in  a  skilled  nursing  facility. 

T     You  have  been  in  a  hospital  at  least  three 
days  in  a  row  (not  counting  the  day  of  dis- 
charge) before  you  are  admitted  to  a  par- 
ticipating skilled  nursing  faciUty. 

▼  You  are  admitted  to  the  facility  within  a 
short  time  (generally  within  30  days)  after 
you  leave  the  hospital. 

▼  Your  care  in  the  skilled  nursing  facility 
is  for  a  condition  that  was  treated  in  the 
hospital. 

▼  A  medical  professional  certifies  that 

you  need,  and  you  receive,  skilled  nursing 
or  skilled  rehabilitation  services  on  a 
daily  basis. 

When  your  stay  in  a  skilled  nursing  facility 
is  covered  by  Medicare,  Part  A  helps  pay  for  a 
maximum  of  100  days  in  each  benefit  period, 
but  only  if  you  need  daily  skilled  nursing  care 
or  rehabihtation  services  for  that  long. 

If  you  leave  a  skilled  nursing  facility  and 
are  readmitted  within  30  days,  you  do  not  need 
to  have  a  new  three  day  stay  in  the  hospital  for 


Skilled  or  Custodial  Care? 

The  only  type  of  "nursing  home"  care 
Medicare  helps  pay  for  is  skilled  nursing 
facility  care.  Medicare  does  not  pay  for  cus- 
todial care  when  that  is  the  only  kind  of 
care  you  need. 

Care  is  considered  custodial  when  it  is 
primarily  for  the  purpose  of  helping  the 
patient  with  daily  living  or  meeting  per- 
sonal needs,  and  could  be  provided  safely 
and  reasonably  by  people  without  profes- 
sional skills  or  training.  For  example,  custo- 
dial care  includes  help  in  walking,  getting 
in  and  out  of  bed,  bathing,  dressing,  eating 
and  taking  medicine. 


your  care  to  be  covered.  If  you  have  some  of 
your  100  days  left  and  you  need  skilled  nursing 
or  rehabilitation  services  on  a  daily  basis  for 
further  treatment  of  a  condition  treated  during 
your  previous  stay  in  the  facility.  Medicare  will 
help  pay. 

In  each  benefit  period.  Part  A  pays  for  all 
covered  services  for  the  first  20  days  you  are  in 
a  skilled  nursing  facihty.  During  1997,  for  days 
21  through  100,  Part  A  pays  for  all  covered  ser- 
vices except  for  $95  a  day.  You  may  be  charged 
up  to  this  daily  coinsurance  amount  by  the 
skilled  nursing  facility. 


Major  services  covered  under  Part  A 
when  you  are  in  a  skilled  nursing 
facility: 

a  semiprivate  room  (two  to  four  beds 
in  a  room); 

all  your  meals,  including  special  diets; 

f    regular  nursing  services; 

■▼   physical,  occupational,  and  speech 
therapy; 

'     drugs  furnished  during  your  stay; 

*    blood  transfusions  furnished  during 
your  stay; 

medical  suppUes  such  as  splints  and 
casts;  and 

use  of  appliances  such  as  a  wheelchair. 

Some  services  NOT  covered  under  Part  A 
when  you  are  in  a  skilled 
nursing  facility: 

personal  convenience  items  that  you 
request  such  as  a  television  in  your 
room; 

private  duty  nurses; 

any  extra  charges  for  a  private  room, 
unless  it  is  determined  to  be  medically 
necessary;  and 

*'    any  services  that  are  not  provided  by 
the  facility  and  included  in  its  bill. 
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Medicare  Part  A  does  not  cover  your 
doctor's  services  while  you  are  in  a  skilled  nurs- 
ing facility.  Medicare  Part  B  covers  doctors' 
services.  (A  description  of  Medicare  Part  B 
begins  on  page  14.) 

Rules  That  Protect  You 

Skilled  nursing  facilities  have  the  right  to 
inquire  about  your  financial  assets,  and  in  some 
states  may  even  request  copies  of  your  financial 
records.  However,  skilled  nursing  facilities  can- 
not require  you  to  pay  a  deposit  or  other  pay- 
ment as  a  condition  of  admission  to  the  facility 
unless  it  is  clear  that  services  are  not  covered 
by  Medicare.  Contact  your  local  Office  on 
Aging  (in  the  Blue  Pages  of  your  phone  book) 
to  find  out  what  financial  information  nursing 
facilities  can  require  in  your  state. 

Complaints  and  Appeals 

If  you  want  to  complain  about  a  skilled 
nursing  facility's  treatment  of  patients  or  other 
conditions  that  concern  you,  contact  the  state 
survey  agency.  The  skilled  nursing  facility  can 
give  you  the  telephone  number  and  address. 
While  you  are  at  the  skilled  nursing  facility, 
you  can  look  at  a  copy  of  the  survey  agency's 
latest  certification  survey  report.  The  survey 
report  tells  how  well  the  the  facility  followed 
the  rules  about  patient's  rights,  safety  and  qual- 
ity of  care. 

Also,  if  you  disagree  with  a  decision  on 
the  amount  Medicare  will  pay  on  a  claim  or 
whether  services  you  receive  are  covered  by 
Medicare,  you  always  have  the  right  to  appeal 
the  decision  (see  page  38). 

Home  Health  Care 

Medicare  pays  for  covered  home  health 
services  furnished  by  participating  home  health 
agencies.  A  home  health  agency  is  a  pubhc  or 
private  agency  that  specializes  in  giving  skilled 
nursing  services  and  other  therapeutic  services, 
such  as  physical  therapy,  in  your  home.  (A  hos- 
pital or  other  facility  that  mainly  provides 
skilled  nursing  or  rehabihtation  services  cannot 
be  considered  your  home.) 


Medicare  pays  for  home  health  visits  only 
if  all  four  of  the  following  conditions  are  met: 

W  The  care  you  need  includes  intermittent 
skilled  nursing  care,  physical  therapy,  or 
speech  therapy. 

▼  You  are  confined  to  your  home  (home- 
bound). 

▼  You  are  under  the  care  of  a  physician  who 
determines  you  need  home  health  care  and 
sets  up  a  home  health  plan  for  you. 

▼  The  home  health  agency  providing  services 
has  agreed  to  participate  in  the  Medicare 
program. 

Once  all  four  of  these  conditions  are  met, 
either  Medicare  Part  A  or  Medicare  Part  B  will 
pay  for  all  medically  necessary  covered  home 
health  services. 

When  you  no  longer  need  intermittent 
skilled  nursing  care,  physical  therapy,  or 


Home  health  services 
covered  by  Medicare: 

part-time  or  intermittent  skilled  nurs- 
ing care  and  home  health  aide  services; 

''"    physical  therapy; 

'     speech  therapy; 

occupational  therapy; 

medical  social  services; 

medical  supplies;  and 

durable  medical  equipment  (80  per- 
cent of  approved  amount). 

Home  health  services 
NOT  covered  by  Medicare: 

24-hour-a-day  nursing  care  at  home; 

drugs  and  biologicals; 

meals  delivered  to  your  home; 

▼  homemaker  services;  and 

▼  blood  transfusions. 
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speech  therapy,  Medicare  will  pay  for  home 
health  services  if  you  continue  to  need  occupa- 
tional therapy. 

Medicare  home  health  services  do  not 
include  coverage  for  general  household  ser- 
vices such  as  laundry,  meal  preparation,  shop- 
ping, or  other  home  care  services  furnished 
mainly  to  assist  people  in  meeting  personal, 
family,  or  domestic  needs. 

To  determine  whether  you  can  get  services 
under  the  Medicare  home  health  benefit,  ask 
your  physician  to  refer  you  to  a  Medicare 
participating  home  health  agency.  The  home 
health  agency  will  evaluate  your  case  and  tell 
you  whether  you  meet  the  requirements  for 
Medicare  coverage.  Home  health  agencies 
should  not  charge  for  this  evaluation. 

Medicare  pays  the  full  approved  cost  of  all 
covered  home  health  visits.  You  may  be  charged 
only  for  any  services  or  costs  that  Medicare 
does  not  cover.  However,  if  you  need  durable 
medical  equipment,  you  are  responsible  for  a 
20  percent  coinsurance  payment  for  the  equip- 
ment. (See  page  20  for  more  information  about 
durable  medical  equipment.) 

The  home  health  agency  will  submit  the 
claim  for  payment.  You  do  not  have  to  send  in 
any  bills  yourself. 

NOTE:  If  you  disagree  with  a  decision  on 
the  amount  Medicare  will  pay  on  a  claim  or 
whether  services  you  receive  are  covered  by 
Medicare,  you  always  have  the  right  to  appeal 
the  decision  (see  page  38). 


Hospice  Care 


A  hospice  is  a  public  agency  or  private 
organization  that  is  primarily  engaged  in  pro- 
viding pain  relief,  symptom  management  and 
supportive  services  to  terminally  ill  people. 

Hospice  care  includes  both  home  care  and 
inpatient  care,  when  needed,  and  a  variety  of 
services  not  otherwise  covered  under 
Medicare.  Under  the  Medicare  hospice  benefit, 
Medicare  pays  for  services  every  day  and  also 
permits  a  hospice  to  provide  appropriate  custo- 
dial care,  including  homemaker  services  and 
counseling. 

Medicare  Part  A  helps  pay  for  hospice 
care  if  all  three  of  these  conditions  are  met: 


Services  covered  by  Part  A  when 
provided  by  a  hospice: 

nursing  services; 

doctors'  services; 

drugs,  including  outpatient  drugs  for 
pain  reUef  and  symptom  management; 

physical  therapy,  occupational  therapy 
and  speech-language  pathology; 

'  ■    home  health  aide  and  homemaker 
services; 

medical  social  services; 

medical  supplies  and  apphances; 

short-term  inpatient  care,  including 
respite  care;  and 

counseling. 

Services  NOT  covered  by  Part  A  when 
provided  by  a  hospice: 

treatments  other  than  for  pain  relief 
and  symptom  management  of  a  termi- 
nal illness.  Regular  Medicare  can  usu- 
ally help  pay  for  treatments  not 
related  to  the  terminal  illness. 


A  doctor  certifies  that  the  patient  is  termi- 
nally ill. 

f  The  patient  chooses  to  receive  care  from  a 
hospice  instead  of  standard  Medicare  ben- 
efits for  the  terminal  illness. 

Care  is  provided  by  a  Medicare  participat- 
ing hospice  program. 

There  are  no  deductibles  under  the  hos- 
pice benefit.  The  beneficiary  does  not  pay  for 
Medicare-covered  services  for  the  terminal  ill- 
ness, except  for  small  coinsurance  amounts  for 
outpatient  drugs  and  inpatient  respite  care. 

The  patient  is  responsible  for  five  percent 
of  the  cost  of  outpatient  drugs  or  $5  toward 
each  prescription,  whichever  is  less.  For  inpa- 
tient respite  care,  the  patient  pays  five  percent 
of  the  Medicare-allowed  rate  (about  $5.00  per 
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day  in  1997).  The  rate  varies  slightly  depending 
on  the  area  of  the  country. 

Respite  care  under  the  hospice  program  is 
a  short-term  inpatient  stay  in  a  facihty.  The 
Medicare  beneficiary's  inpatient  stay  gives  tem- 
porary relief — a  respite — to  the  person  who 
regularly  assists  with  home  care.  Each  inpa- 
tient respite  care  stay  is  limited  to  no  more 
than  five  days  in  a  row. 

While  receiving  hospice  care,  if  a  patient 
requires  treatment  for  a  condition  not  related 
to  the  terminal  illness.  Medicare  continues  to 
help  pay  for  all  necessary  covered  services 
under  the  standard  Medicare  benefit  program. 

NOTE:  If  you  disagree  with  a  decision  on 
the  amount  Medicare  will  pay  on  a  claim  or 
whether  services  you  receive  are  covered  by 
Medicare,  you  always  have  the  right  to  appeal 
the  decision  (see  page  38). 

Peer  Review  Organizations 

Peer  Review  Organizations  (PROs)  are 
groups  of  practicing  doctors  and  other  health 
care  professionals  paid  by  the  federal  govern- 
ment to  monitor  the  care  given  to  Medicare 
patients.  Each  state  has  a  PRO  that  has  the 
authority  to  decide  whether  care  given  to 
Medicare  patients  is  reasonable,  necessary. 
provided  in  the  most  appropriate  setting,  and 
meets  standards  of  quality  generally  accepted 
by  the  medical  profession. 

PROs  work  with  hospitals  and  doctors  to 
promote  care  that  is  most  effective  in  treating 
disease  and  injury.  PROs  also  promote  quality 
care  by  distributing  health  care  information 
and  maintaining  a  toll-free  telephone  hot  line 
to  answer  your  health  care  questions.  (PROs 
without  toll-free  numbers  accept  collect  calls.) 
See  pages  54  to  57  for  hsting  of  PROs  by  state. 


Beneficiary  Complaints 

PROs  are  responsible  for  reviewing  bene- 
ficiary complaints  about  the  quality  of  care  pro- 
vided by  inpatient  hospitals,  hospital  outpatient 
departments  and  hospital  emergency  rooms; 
skilled  nursing  facilities:  home  health  agencies: 
HMO's:  and  ambulatory  surgical  centers. 

If  you  believe  that  you  have  received  poor 
quality  care  from  one  of  these  facilities,  you 
may  complain  to  the  PRO.  The  PRO  will  inves- 
tigate written  complaints  from  beneficiaries,  or 
their  representatives,  about  the  quality  of 
Medicare  services  received. 

Your  complaint  must  be  in  writing,  but  if 
you  need  help,  the  PRO  will  take  the  informa- 
tion from  you  over  the  telephone  and  write  the 
complaint  for  you.  If  someone  other  than  the 
PRO  makes  a  complaint  for  you  or  on  your 
behalf,  you  rnust  give  written  permission  for 
that  person  to  represent  you  in  the  complaint. 
(Medicare  PROs  for  each  state  are  listed  on 
pages  54  to  57.) 

An  Important  Message  from 
Medicare 

If  you  are  admitted  to  a  Medicare  partici- 
pating hospital,  you  will  receive  An  Important 
Message  From  Medicare  which  explains  your 
rights  as  a  hospital  patient  and  provides  the 
name,  address  and  phone  number  of  the  PRO 
for  your  state.  The  message  also  explains  what 
to  do  if  you  feel  that  a  hospital  improperly 
refused  to  admit  you  or  forced  you  to  leave  it 
too  soon.  If  you  are  not  given  a  copy  of  the 
message,  be  sure  to  ask  for  one.  A  copy  of  it  is 
printed  on  the  next  two  pages.  (The  message 
your  hospital  gives  you  may  be  shghtly  differ- 
ent from  the  sample  printed  here.) 
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An  Important  Message  from  Medicare 


Your  Rights  While  You  Are  a  Medicare  Hospi- 
tal Patient 

W     You  have  the  right  to  receive  all  the  hospi- 
tal care  that  is  necessary  for  the  proper 
diagnosis  and  treatment  of  your  illness  or 
injury.  According  to  Federal  law,  your  dis- 
charge date  must  be  determined  solely  by 
your  medical  needs,  not  by  "Diagnosis 
Related  Groups"  (DRGs)  or  Medicare 
payments. 

▼     You  have  the  right  to  be  fully  informed 
about  decisions  affecting  your  Medicare 
coverage  and  payment  for  your  hospital 
stay  and  for  any  post-hospital  services. 

T     You  have  the  right  to  request  a  review  by 
a  Peer  Review  Organization  (PRO)  of  any 
written  Notice  of  Noncoverage  that  you 
receive  from  the  hospital  stating  that 
Medicare  will  no  longer  pay  for  your  hos- 
pital care.  PROs  are  groups  of  doctors 
who  are  paid  by  the  Federal  Government 
to  review  medical  necessity,  appropriate- 
ness and  quality  of  hospital  treatment  fur- 
nished to  Medicare  patients.  The  phone 
number  and  address  of  the  PRO  for  your 
area  are: 

Talk  to  your  doctor  about  your  stay  in 
the  hospital 

You  and  your  doctor  know  more  about 
your  condition  and  your  health  needs  than 
anyone  else.  Decisions  about  your  medical 
treatment  should  be  made  between  you  and 
your  doctor.  If  you  have  any  questions  about 
your  medical  treatment,  your  need  for  contin- 
ued hospital  care,  your  discharge,  or  your 
need  for  possible  post-hospital  care,  don't 
hesitate  to  ask  your  doctor.  The  hospital's 
patient  representative  or  social  worker  will 
also  help  you  with  your  questions  and  concerns 
about  hospital  services. 


If  you  think  you  are  being  asked  to  leave  the 
hospital  too  soon 

▼  Ask  a  hospital  representative  for  a  written 
notice  of  explanation  immediately,  if  you 
have  not  already  received  one.  This  notice 
is  called  a  Notice  of  Noncoverage.  You 
must  have  this  Notice  of  Noncoverage  if 
you  wish  to  exercise  your  right  to  request  a 
review  by  the  PRO. 

▼  The  Notice  of  Noncoverage  will  state 
either  that  your  doctor  or  the  PRO  agrees 
with  the  hospital's  decision  that  Medicare 
will  no  longer  pay  for  your  hospital  care. 

W     If  the  hospital  and  your  doctor  agree,  the 
PRO  does  not  review  your  case  before  a 
Notice  of  Noncoverage  is  issued.  But  the 
PRO  will  respond  to  your  request  for  a 
review  of  your  Notice  of  Noncoverage  and 
seek  your  opinion.  You  cannot  be  made  to 
pay  for  your  hospital  care  until  the  PRO 
makes  its  decision,  if  you  request  the  review 
by  noon  of  the  first  work  day  after  you 
receive  the  Notice  of  Noncoverage. 

If  the  hospital  and  your  doctor  disagree,  the 
hospital  may  request  the  PRO  to  review  your 
case.  If  it  does  make  such  a  request,  the  hospi- 
tal is  required  to  send  you  a  notice  to  that 
effect.  In  this  situation  the  PRO  must  agree 
with  the  hospital  or  the  hospital  cannot  issue  a 
Notice  of  Noncoverage.  You  may  request  that 
the  PRO  reconsider  your  case  after  you  receive 
a  Notice  of  Noncoverage,  but  since  the  PRO 
has  already  reviewed  your  case  once,  you  may 
have  to  pay  for  at  least  one  day  of  hospital  care 
before  the  PRO  completes  this  reconsideration. 

If  you  do  not  request  a  review,  the  hospital 
may  bill  you  for  all  the  costs  of  your  stay  begin- 
ning with  the  third  day  after  you  receive  the 
Notice  of  Noncoverage.The  hospital,  however, 
cannot  charge  you  for  care  unless  it  provides  you 
with  a  Notice  of  Noncoverage. 
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How  to  Request  a  Review  of  the  Notice  of 
Noncoverage 

▼  If  the  Notice  of  Noncoverage  states  that 
your  physician  agrees  with  the  hospital's 
decision: 

You  must  make  your  request  for  review  to 
the  PRO  by  noon  of  the  first  work  day 
after  you  receive  the  Notice  of  Noncover- 
age by  contacting  the  PRO  by  phone  or  in 
writing. 

The  PRO  must  ask  for  your  views  about 
your  case  before  making  its  decision.  The 
PRO  will  inform  you  by  phone  or  in  writ- 
ing of  its  decision  on  the  review. 

If  the  PRO  agrees  with  the  Notice  of  Non- 
coverage,  you  may  be  billed  for  all  costs  of 
your  stay  beginning  at  noon  of  the  day 
after  you  receive  the  PRO's  decision. 

Thus,  you  will  not  be  responsible  for  the 
cost  of  hospital  care  before  you  receive 
the  PRO'S  decision. 


If  the  Notice  of  Noncoverage  states  that 
the  PRO  agrees  with  the  hospital's  deci- 
sion: 

You  should  make  your  request  for  recon- 
sideration to  the  PRO  immediately  upon 
receipt  of  the  Notice  of  Noncoverage  by 
contacting  the  PRO  by  phone  or  in  writ- 
ing. 

The  PRO  can  take  up  to  three  working 
days  from  receipt  of  your  request  to  com- 
plete the  review.  The  PRO  will  inform  you 
in  writing  of  its  decision  on  the  review. 

Since  the  PRO  has  already  reviewed  your 
case  once,  prior  to  the  issuance  of  the 
Notice  of  Noncoverage,  the  hospital  is  per- 
mitted to  begin  bilhng  you  for  the  cost  of 
your  stay  beginning  with  the  third  calen- 
dar day  after  you  receive  your  Notice  of 
Noncoverage  even  if  the  PRO  has  not 
completed  its  review. 


Thus,  if  the  PRO  continues  to  agree  with 
the  Notice  of  Noncoverage,  you  may  have 
to  pay  for  at  least  one  day  of  hospital  care. 

NOTE:    The  process  described  above  is  called 
"immediate  review."  If  you  miss  the  dead- 
line for  this  immediate  review  while  you 
are  in  the  hospital,  you  may  still  request  a 
review  of  Medicare's  decision  to  no  longer 
pay  for  your  care  at  any  point  during  your 
hospital  stay  or  after  you  have  left  the  hos- 
pital. The  Notice  of  Noncoverage  will  tell 
you  how  to  request  this  review. 

Post-Hospital  Care 

When  your  doctor  determines  that  you  no 
longer  need  all  the  specialized  services  pro- 
vided in  a  hospital,  but  you  still  require  medical 
care,  he  or  she  may  discharge  you  to  a  skilled 
nursing  facility  or  home  care.  The  discharge 
planner  at  the  hospital  will  help  arrange  for  the 
services  you  may  need  after  your  discharge. 
Medicare  and  supplemental  insurance  policies 
have  limited  coverage  for  skilled  nursing  facil- 
ity care  and  home  health  care.  Therefore,  you 
should  find  out  which  services  will  or  will  not 
be  covered  and  how  payment  will  be  made. 
Consult  with  your  doctor,  hospital  discharge 
planner,  patient  representative,  and  your  family 
in  making  preparations  for  care  after  you  leave 
the  hospital.  Don't  hesitate  to  ask  questions. 

Acknowledgement  of  Receipt — My  signa- 
ture only  acknowledges  my  receipt  of  this  Mes- 
sage from  (name  of  hospital)  on  (date)  and 
does  not  waive  any  of  my  rights  to  request  a 
review  or  make  me  hable  for  any  payment. 


Signature  of  beneficiary  or  person  acting  on 
behalf  of  beneficiary 


Date  of  receipt 
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Medicare  Medical  Insurance  (Part  B) 


What  Medicare  Part  B  Includes    The  Biood  Deductible 


Medicare  Part  B  helps  pay  for: 

doctors'  services, 

outpatient  hospital  care, 

diagnostic  tests, 

durable  medical  equipment, 

ambulance  services,  and 

many  other  health  services  and  supplies 
that  are  not  covered  by  Medicare  Part  A. 

The  following  sections  tell  you  more  about 
these  different  kinds  of  care,  the  services  that 
are  and  are  not  covered  by  Medicare  Part  B, 
and  what  part  of  your  medical  expenses 
Medicare  will  pay. 

Doctors'  Services  Covered 
by  Medicare  Part  B 

Medicare  Part  B  helps  pay  for  covered 
services  you  receive  from  your  doctor  in  his  or 
her  office,  in  a  hospital,  in  a  skilled  nursing 
facility,  in  your  home,  or  any  other  location. 

Deductible  and  Coinsurance 
Amounts  under  Part  B 

For  most  services  covered  under  Part  B, 
you  must  pay  a  deductible  and  coinsurance. 
Exceptions  to  this  rule,  such  as  laboratory  ser- 
vices and  flu  shots,  are  explained  in  this  section. 

The  Annual  Deductible 

You  must  pay  the  first  $100  in  approved 
charges  for  covered  medical  expenses  in  1997. 
This  is  called  the  Medicare  Part  B  annual 
deductible.  You  need  to  meet  this  $100 
deductible  only  once  during  the  year,  and  the 
deductible  can  be  met  by  any  combination  of 
covered  expenses.  You  do  not  have  to  meet  a 
separate  deductible  for  each  different  kind  of 
covered  Part  B  service  you  receive. 


Unless  you  have  already  done  so  under 
your  Part  A  benefit,  you  must  pay  for  or 
replace  the  first  three  pints  or  units  of  blood 
and  blood  components  you  use  each  year.  This 
is  called  the  Medicare  Part  B  blood  deductible. 
After  you  have  replaced  or  paid  for  the  first 
three  pints  of  blood  and  you  have  met  the  $100 
annual  deductible.  Medicare  will  pay  80  per- 
cent of  the  approved  amount  for  blood,  starting 
with  the  fourth  pint.  (For  more  information, 
see  the  Part  A  benefit  explanation  on  page  5.) 

Coinsurance 

After  you  pay  the  annual  deductible,  you 
will  owe  a  share  of  the  Medicare-approved 
amount  for  most  services  and  supplies.  This 
share  is  called  coinsurance.  Usually,  your  coin- 
surance share  is  20  percent  of  the  Medicare- 
approved  amount.  If  your  services  were  pro- 
vided "on  assignment,"  you  pay  only  the  coin- 
surance. 

If  your  services  were  not  provided  "on 
assignment,"  and  the  charges  for  your  services 
were  more  than  the  Medicare-approved 
amount,  you  usually  owe  the  Medicare  coinsur- 
ance plus  certain  charges  above  the  Medicare- 
approved  amount.  (See  pages  23  to  25  for  more 
information  on  the  assignment  payment 
method,  charge  limits  and  Medicare  approved 
amounts.) 

Part  B  Carriers 

Carriers  are  private  organizations  that  con- 
tract with  Medicare  to  process  claims  and  make 
Medicare  payments  for  services  by  doctors  and 
supphers.  Claims  for  durable  medical  equip- 
ment, oxygen  and  some  other  suppHes  are  han- 
dled by  special  carriers  called  Durable  Medical 
Equipment  Regional  Carriers  (DMERCs).  If 
you  have  questions  about  Medicare  Part  B 
claims,  contact  your  Medicare  carrier.  The 
addresses  and  phone  numbers  of  carriers, 
including  DMERCs,  are  on  pages  48  to  53. 
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Major  doctors'  services 
covered  by  Medicare  Part  B: 

medical  and  surgical  services,  including 
anesthesia, 

diagnostic  tests  and  procedures  that  are 
part  of  your  treatment, 

▼  radiology  and  pathology  services  by  doc- 
tors while  you  are  a  hospital  inpatient  or 
outpatient, 

▼  treatment  of  mental  illness  (Medicare 
payments  for  treatment  are  limited; 
see  page  22). 

▼  other  services  such  as: 

X-rays  (including  portable  X-rays  in 
your  home), 

services  of  your  doctor's  office  nurse, 

drugs  and  biologicals  that  cannot  be 
self-administered, 

transfusions  of  blood  and  blood  compo- 
nents, 

medical  supplies,  and 

physical/occupational  therapy  and 
speech  pathology  services. 


Some  doctors'  services 

NOT  covered  by  Medicare  Part  B: 

▼  most  routine  physical  examinations, 
and  tests  directly  related  to  such 
examinations; 

most  routine  foot  care  and  dental  care; 

^'      examinations  for  prescribing  or  fitting 
eyeglasses  or  hearing  aids; 

hearing  aids; 

f     most  immunizations; 

V     most  prescription  drugs; 

▼  cosmetic  surgery,  unless  it  is  needed 
because  of  accidental  injury  or  to 
improve  the  function  of  a  malformed 
part  of  the  body; 

▼  services  in  an  emergency  room  or  out- 
patient clinic,  including  same-day  surgery; 

▼  laboratory  tests  billed  by  the  hospital; 

▼  mental  health  care  in  a  partial  hospital- 
ization psychiatric  program,  if  a 
physician  certifies  that  inpatient  treat- 
ment would  be  required  without  it; 

x-rays  and  other  radiology  services  billed 
by  the  hospital; 

f     medical  supplies  such  as  splints  and  casts. 


Second  Opinion  before  Surgery 

Sometimes  your  doctor  may  recommend 
surgery  for  the  treatment  of  a  medical  prob- 
lem. In  some  cases,  surgery  is  unavoidable.  But 
there  is  increasing  evidence  that  many  condi- 
tions can  be  treated  equally  well  without 
surgery.  Because  even  minor  surgery  involves 
some  risk,  we  recommend  that  you  get  an 
opinion  from  a  second  doctor  to  help  you 
decide  about  surgery.  Medicare  will  help  pay 
for  a  second  opinion.  Medicare  will  also  help 
pay  for  a  third  opinion  if  the  first  and  second 
opinions  contradict  each  other. 


Your  own  doctor  is  the  best  source  for 
referral  to  another  doctor.  But,  if  you  wish,  you 
can  call  your  Medicare  Part  B  carrier  for  the 
names  and  phone  numbers  of  doctors  in  your 
area  who  provide  second  opinions.  (Medicare 
carriers  are  listed  on  pages  48-52) 

Services  of  Other  Practitioners 

Most  Medicare  covered  doctors'  services 
are  furnished  by  a  doctor  of  medicine  or  a 
doctor  of  osteopathy.  But  under  certain  limited 
circumstances,  Medicare  can  help  pay  for  some 
of  the  services  provided  by  the  following  health 
care  practitioners: 


MEDICARE   DESK   REFERENCE 


15 


Chiropractors 

Medicare  helps  pay  for  the  manipulation 
of  the  spine  to  correct  a  subluxation  (i.e., 
minor  dislocation)  that  is  demonstrated  by  an 
X-ray.  Medicare  does  not  pay  for  X-rays  per- 
formed by  chiropractors. 

Podiatrists 

Medicare  will  not  pay  for  routine  foot  care, 
such  as  nail  trimming  or  the  removal  of  corns 
or  calluses.  Medicare  can  help  pay  for  treat- 
ment of  injuries  or  diseases  of  the  foot  (for 
example,  hammer  toe  or  bunions)  when  profes- 
sional services  are  required  due  to  the  presence 
of  certain  systemic  illnesses,  such  as  diabetes. 

Dentists'  Services 

Medicare  does  not  cover  routine  dental 
care  or  most  dental  procedures.  However,  there 
are  three  cases  in  which  Medicare  Part  B  will 
help  pay  for  certain  dental  services.  The  three 
cases  in  which  Medicare  Part  B  will  pay  are: 

T     Dental  services  performed  as  an  integral 
part  of  a  Medicare  covered  procedure.  For 
example.  Medicare  will  help  pay  for  the 
wiring  of  teeth  when  done  in  connection 
with  the  treatment  of  a  jaw  fracture. 

▼  The  extraction  of  teeth  to  prepare  the  jaw 
for  radiation  treatment  in  cases  of  oral 
cancer. 

▼  Oral  and  dental  examinations  performed 
on  an  inpatient  basis  in  preparation  for 
kidney  transplant  or  heart  valve  replace- 
ment surgery. 

In  addition,  there  are  some  occasions  in 
which  Medicare  Part  A  will  pay  certain  dental 
services  delivered  on  an  inpatient  basis.  See 
page  6  for  an  explanation  of  when  Medicare 
Part  A  will  help  pay  for  dental  services. 

Optometrists 

Medicare  can  help  pay  for  cataract  eye- 
glasses, contact  lenses,  or  intraocular  lenses 
provided  by  an  optometrist  after  cataract 
surgery,  if  the  optometrist  is  authorized  to 
provide  such  services  in  your  State.  (But 
Medicare  can  not  pay  for  routine  eye  exams 
and  eyeglasses.) 


Special  Practitioners 

Medicare  Part  B  helps  pay  for  covered  ser- 
vices you  receive  from  certain  specially  quah- 
fied  practitioners  who  are  not  physicians.  The 
practitioners  must  be  approved  by  Medicare 
and,  for  most  of  their  services,  they  must  accept 
assignment.  Medicare-approved  practitioners 
are  listed  below.  Some  of  these  special  practi- 
tioners are  approved  by  Medicare  to  practice 
only  in  certain  facilities  or  in  certain  locations. 
Ask  your  Medicare  carrier  if  Medicare  will 
help  pay  for  one  of  these  practitioners  in 
your  situation  (Medicare  carriers  are  Hsted 
on  pages  48  to  52): 

T  certified  registered  nurse  anesthetist, 

T  certified  nurse  midwife, 

▼  clinical  psychologist, 

▼  clinical  social  worker, 

▼  physician  assistant,  or 

T     nurse  practitioner  and  clinical  nurse  spe- 
ciaHst  in  collaboration  with  a  physician. 

Outpatient  Hospital  Services 

Medicare  Part  B  helps  pay  for  covered  ser- 
vices you  receive  as  an  outpatient  from  a  par- 
ticipating hospital  for  diagnosis  or  treatment  of 
an  illness  or  injury.  Under  certain  conditions. 
Medicare  helps  pay  for  emergency  outpatient 
care  you  receive  from  a  non-participating 
hospital. 

You  must  meet  your  Part  B  deductible 
before  Medicare  will  begin  paying  for  your  out- 
patient hospital  charges.  If  you  have  proof  from 
your  most  recent  Part  B  Benefits  notice  that 
you  have  already  met  your  deductible,  bring 
the  notice  with  you.  You  are  also  responsible 
for  a  coinsurance  of  20  percent  of  the  hospital's 
charge  above  the  deductible. 

If  the  hospital  cannot  tell  how  much  of  the 
$100  deductible  you  have  met  and  the  charge 
for  the  services  you  received  is  less  than  $100, 
the  hospital  may  ask  you  to  pay  the  entire  bill. 
The  amount  you  pay  the  hospital  can  be 
credited  toward  any  part  of  the  deductible  you 
have  not  met.  If  you  pay  the  hospital  for 
deductible  amounts  you  do  not  owe,  the  hospi- 
tal or  the  Medicare  intermediary  will  refund 
the  amount  you  overpaid. 
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Major  outpatient  hospital  services 
covered  by  Medicare  Part  B: 

▼  services  in  an  emergency  room  or 
outpatient  clinic,  including  same-day 
surgery; 

laboratory  tests  billed  by  the  hospital; 

mental  health  care  in  a  partial  hospi- 
talization psychiatric  program,  if  a 
physician  certifies  that  inpatient  treat- 
ment would  be  required  without  it; 

*    x-rays  and  other  radiology  services 
billed  by  the  hospitals; 

^    medical  supplies  such  as  splints  and 
casts;  and 

▼  drugs  and  biologicals  that  cannot  be 
self  administered. 

Some  outpatient  hospital  services 
NOT  covered  by  Medicare  Part  B: 

most  routine  physical  examinations 
and  tests  directly  related  to  such 
examinations; 

eye  or  ear  examinations  to  prescribe 
or  fit  eyeglasses  or  hearing  aids; 

V    most  immunizations; 

T    most  prescription  drugs; 

most  routine  foot  care;  and 

blood  transfusions  furnished  to  you 
as  an  outpatient. 


Other  Services  and  Supplies 
Covered  by  Medicare 

Ambulatory  Surgical  Services 

An  ambulatory  surgical  center  is  a  faciUty 
that  provides  surgical  services  that  do  not 
require  a  hospital  stay.  Medicare  Part  B  will  pay 
for  the  use  of  an  ambulatory  surgical  center  for 
certain  approved  surgical  procedures.  However, 
Medicare  can  only  pay  centers  that  have  an 
agreement  to  participate  in  the  Medicare  pro- 
gram. If  you  do  not  know  whether  an  ambula- 
tory surgical  center  participates  in  Medicare, 
ask  someone  in  the  center's  business  office. 

In  addition  to  helping  pay  for  the  use  of 
the  ambulatory  surgical  center,  Medicare 
also  helps  pay  for  physician  and  anesthesia 
services  that  are  provided  in  connection  with 
the  procedure. 

Home  Health  Services 

If  you  have  both  Medicare  Part  A  and  Part 
B,  your  Part  A  pays  for  home  health  services. 
But  Part  B  will  pay  for  home  health  services  if 
you  do  not  have  Part  A.  Medicare  home  health 
services  are  described  on  page  9. 

Outpatient  Physical  and  Occupational  Therapy 
and  Speech  Pathology  Services 

Medicare  Part  B  helps  pay  for  medically 
necessary  outpatient  physical  and  occupational 
therapy  and  speech  pathology  services,  if  the 
following  conditions  are  met: 

▼  your  doctor  or  therapist  sets  up  the  plan  of 
treatment,  and 

▼  your  doctor  periodically  reviews  that  plan. 

You  can  receive  physical  therapy,  occupa- 
tional therapy  and  speech  pathology  services  as 
an  outpatient  of  a  participating  hospital  or 
skilled  nursing  facility,  or  from  a  participating 
home  health  agency,  rehabilitation  agency,  or 
public  health  agency.  The  provider  of  services 
may  charge  you  only  for  any  part  of  the  $100 
annual  deductible  you  have  not  met,  20  percent 
of  the  remaining  approved  amount,  and  any 
noncovered  services. 
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Also,  you  can  receive  services  directly 
from  an  independently  practicing,  Medicare- 
approved  physical  or  occupational  therapist  in 
his  or  her  office  or  in  your  home.  (Medicare 
does  not  pay  for  services  provided  by  indepen- 
dently practicing  speech  pathologists.)  But, 
the  maximum  amount  Medicare  pays  for  each 
of  these  services  provided  by  an  independently 
practicing  physical  or  occupational  therapist 
in  1997  is  $720  a  year.  (This  is  80  percent  of 
the  maximum  approved  amount  of  up  to 
$900.)  The  Medicare  payment  would  be  less 
than  $720  if  charges  for  these  services  are 
used  to  meet  part  or  all  of  your  $100  annual 
deductible. 

Comprehensive  Outpatient  Rehabilitation 
Facility  Services 

Under  certain  circumstances.  Medicare 
helps  pay  for  outpatient  services  you  receive 
from  a  Medicare-participating  comprehensive 
outpatient  rehabilitation  facility  (CORF). 
Covered  services  include  physicians'  services; 
physical,  speech,  occupational  and  respiratory 
therapies;  counseling;  and  other  related  ser- 
vices. You  must  be  referred  by  a  physician 
who  certifies  that  you  need  skilled  rehabihta- 
tion  services.  For  most  CORF  services,  you 
are  responsible  only  for  the  annual  deductible 
and  20  percent  of  the  Medicare-approved 
charges.  Medicare  helps  pay  for  mental  health 
treatment  in  a  CORF;  the  Medicare  payment 
limit  for  mental  health  treatment  is  discussed 
on  page  22. 

Partial  Hospitalization  for  Mental  Health 
Treatment 

Partial  hospitalization  (sometimes  called 
day  treatment)  is  a  program  of  outpatient 
mental  health  care.  Under  certain  conditions. 
Medicare  Part  B  helps  pay  for  these  programs 
when  provided  by  hospital  outpatient  depart- 
ments or  by  community  mental  health  centers. 
If  you  are  considering  mental  health  treatment, 
check  with  the  program  you  have  chosen  to 
see  if  it  meets  the  conditions  for  Medicare 
payment. 


Rural  Health  Clinic  Services 

Medicare  Part  B  helps  pay  for  services  of 
physicians,  nurse  practitioners,  physician  assis- 
tants, nurse  midwives,  visiting  nurses  (under 
certain  conditions),  clinical  psychologists,  and 
clinical  social  workers  furnished  by  a  rural 
health  chnic.  Medicare  Part  B  also  helps  pay 
for  certain  laboratory  tests  in  these  chnics.  You 
are  responsible  only  for  the  annual  Medicare 
Part  B  deductible  plus  20  percent  of  the 
Medicare-approved  charge  for  the  clinic. 

Federally  Qualifled  Health 
Center  Services 

Federally  qualified  health  centers  are 
located  in  both  rural  and  urban  medically 
underserved  areas.  As  part  of  the  "federally 
quahfied  health  center  benefit,"  Medicare  Part 
B  helps  pay  for  services  of  physicians,  nurse 
practitioners,  physician  assistants,  nurse  mid- 
wives,  visiting  nurses  (under  certain  conditions), 
clinical  psychologists,  clinical  social  workers  and 
certain  preventive  health  services.  The  center 
can  tell  you  what  services  are  part  of  the  feder- 
ally qualified  health  center  benefit. 

You  do  not  have  to  pay  the  Medicare  Part 
B  annual  deductible  for  services  provided  under 
the  federally  quahfied  health  center  benefit.  But 
you  are  responsible  for  the  20  percent  Part  B 
coinsurance.  (There  are  some  cases,  under  Pub- 
he  Health  Service  guidehnes,  when  the  center 
may  waive  all  or  part  of  the  coinsurance.) 

Federally  qualified  health  centers  often 
provide  services  in  addition  to  those  offered 
under  the  Medicare  federally  quahfied  health 
center  benefit.  Examples  of  these  services  are 
Pap  smears,  mammograms  and  equipment  like 
crutches  and  canes.  As  long  as  the  center  meets 
Medicare  requirements  to  provide  these  addi- 
tional services,  Medicare  Part  B  can  help  pay 
for  them.  When  you  get  these  additional  ser- 
vices you  are  responsible  for  any  unmet  part  of 
the  annual  Medicare  Part  B  deductible  plus  20 
percent  of  the  Medicare-approved  charge. 
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Laboratory  Services 

Medicare  Part  B  pays  the  full  approved  fee 
for  covered  clinical  diagnostic  tests  provided  by 
certified  laboratories  that  are  participating  in 
Medicare.  The  laboratory  may  be  independent, 
part  of  a  hospital  outpatient  department  or  in  a 
doctor's  office.  (In  Maryland  only,  you  may  be 
charged  20  percent  coinsurance  for  hospital 
outpatient  tests.)  The  laboratory  must  accept 
assignment  for  the  tests.  It  cannot  bill  you. 
Assignment  is  described  on  page  23. 

Some  laboratories  are  approved  only  for 
certain  kinds  of  tests.  Your  doctor  can  usually 
tell  you  which  laboratories  are  approved  and 
whether  the  tests  he  or  she  is  ordering  from  an 
approved  laboratory  are  covered  by  Medicare. 
If  your  doctor  can  not  tell  you,  call  your  Part  B 
carrier.  (Carriers  are  hsted  on  pages  48  to  52.) 

Pap  Smear  Screening 

Once  every  three  years,  Medicare  Part  B 
helps  pay  for  Pap  smears  to  screen  for  cervical 
cancer.  Women  who  are  at  high  risk  for  cervi- 
cal cancer  may  receive  the  screening  Pap 
smear  test  more  frequently.  In  some  cases,  the 
test  may  be  performed  annually. 

High  risk  factors  include  the  early  onset  of 
sexual  activity  (under  16  years  old),  having 
multiple  sexual  partners  (five  or  more  during  a 
lifetime),  or  a  history  of  sexually  transmitted 
diseases. 

Your  physician  will  assist  you  in  determin- 
ing whether  these  or  other  factors  in  your  med- 
ical history  have  contributed  to  your  risk. 
Diagnostic  Pap  smears,  which  are  ordered  by  a 
physician,  may  be  performed  on  women  who: 


For  accurate  up-to-date  informa- 
tion on  cancer  prevention,  detec- 
tion, diagnosis,  and  treatment  for 
patients,  their  families,  and  the 
general  public,  call: 

Cancer  Information  Service 

1-800-4-CANCER. 


▼  have  had  or  are  being  treated  for  cancer  of 
the  cervix,  uterus,  or  vagina; 

▼  had  a  previous  abnormal  Pap  smear; 

^     have  any  abnormal  findings  of  the  cervix, 
vagina,  ovaries,  or  adnexa;  or 

▼  have  any  signs  or  symptoms  that  a  physi- 
cian judges  to  be  related  to  a  gynecological 
disorder. 

Breast  Cancer  Screening 
(Mammography) 

Medicare  Part  B  helps  pay  for  X-ray 
screenings  for  the  detection  of  breast  cancer, 
if  they  are  provided  by  a  Medicare-approved 
supplier.  Women  65  or  older  can  use  the 
benefit  every  24  months.  Some  younger 
women  can  use  the  screening  benefit  more 
frequently.  Your  Medicare  carrier  can  tell  you 
how  often  Medicare  will  pay  for  a  screening 
mammogram  for  you.  Medicare  also  pays  for 
diagnostic  mammograms  as  needed  when 
symptoms  are  present. 

Kidney  Dialysis  and  Transplants 

Medicare  Part  B  helps  pay  for  kidney  dial- 
ysis and  transplants.  For  detailed  information 
on  this  coverage,  you  can  get  a  copy  of 
Medicare  Coverage  of  Kidney  Dialysis  and  Kid- 
ney Transplant  Services. 

Heart  and  Liver  Transplants 

Under  certain  conditions.  Medicare  Part  B 
helps  pay  for  heart  and  liver  transplants  in  a 
Medicare-approved  facility.  If  you  are  consider- 
ing a  heart  or  Uver  transplant,  you  and  your 
physician  can  find  out  about  Medicare  cover- 
age by  contacting  your  Medicare  carrier. 

Ambulance  Transportation 

Medicare  Part  B  helps  pay  for  medically 
necessary  ambulance  transportation,  but 
only  if: 

▼  the  ambulance,  equipment  and  personnel 
meet  Medicare  requirements;  and 

▼  transportation  in  any  other  vehicle  could 
endanger  your  health. 
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Under  these  conditions,  Medicare  helps 
pay  for  ambulance  transportation  only 
to  a  hospital  or  skilled  nursing  facility  or  from 
a  hospital  or  skilled  nursing  facility  to  your 
home.  Medicare  does  not  pay  for  ambulance 
transportation  from  your  home  to  a  doctor's 
office  or  to  any  free-standing  facility  such  as  an 
ambulatory  surgical  center  or  a  dialysis  facility 
that  is  not  in  or  next  to  a  hospital. 

Medicare  usually  helps  pay  only  if  the 
ambulance  transportation  is  in  your  local  area. 
But,  if  there  are  no  local  facihties  equipped  to 
provide  the  care  you  need,  Medicare  helps  pay 
for  necessary  ambulance  transportation  to  the 
closest  facility  outside  your  local  area  that  can 
provide  the  necessary  care.  If  there  is  a  local 
facility  equipped  to  provide  the  care  you  need 
but  you  choose  to  go  to  another  institution  that 
is  farther  away,  Medicare  payment  is  based  on 
the  charge  for  transportation  to  the  closest 
facility  that  can  provide  the  necessary  care. 

Use  of  air  ambulance  is  limited. 
Medicare  pays  for  use  of  an  air  ambulance 
only  in  extremely  urgent  emergency  situations. 
If  you  could  have  been  moved  by  land  ambu- 
lance without  serious  danger  to  your  life  or 
health.  Medicare  pays  only  the  land  ambulance 
rate.  You  are  responsible  for  the  difference 
between  the  air  ambulance  rate  and  the  land 
ambulance  rate. 

Durable  Medical  Equipment 

Medicare  Part  B  helps  pay  for  durable 
medical  equipment  such  as  oxygen  equipment, 
wheelchairs,  and  other  medically  necessary 
equipment  that  your  doctor  prescribes  for  use 
in  your  home.  (A  hospital  or  facility  that 
mainly  provides  skilled  nursing  or  rehabihta- 
tion  services  cannot  be  considered  your  home.) 

To  be  considered  durable  medical  equip- 
ment, the  equipment  must  be  able  to  withstand 
repeated  use,  primarily  serve  a  medical  pur- 
pose, and  be  appropriate  for  use  in  your  home. 

Only  your  own  doctor  should  prescribe 
medical  equipment  for  you.  An  equipment 
suppher  should  not  take  any  of  the  following 
actions: 

▼     contact  you  first,  either  by  phone  or  by 
mail,  and  offer  to  get  your  doctor  or 


Medicare  to  approve  an  item.  (It  is  all  right 
for  the  supplier  to  contact  you  in  response 
to  calls  from  your  doctor  or  other  health 
care  workers.); 

▼     say  he  or  she  works  for,  or  represents. 
Medicare; 

f     deliver  equipment  to  your  home  that  nei- 
ther you  nor  your  doctor  ordered;  or 

W     send  you  used  items,  while  billing 
Medicare  for  new  ones. 

Some  of  these  actions  may  be  against  the 
law.  If  you  believe  a  suppher  has  taken  any  of 
these  actions,  you  should  alert  Medicare.  First, 
ask  your  doctor  whether  he  or  she  ordered  the 
item.  If  your  doctor  did  not  order  the  item,  you 
should  file  a  complaint  with  your  Medicare  car- 
rier. You  can  file  a  complaint  by  phone,  in  per- 
son or  in  writing.  Your  carrier  will  investigate. 

It  is  also  illegal  for  a  supplier  to  offer  you 
items  at  no  cost  to  you  or  offer  to  pay  the 
Medicare  coinsurance.  If  a  suppher  makes  one 
of  these  offers,  file  a  complaint  with  your 
Medicare  carrier  as  described  above. 

NOTE:  The  durable  medical  equipment 
supplier  must  have  your  doctor's  prescription 
before  delivering  any  of  the  following  items: 
seat  lift  chairs,  power-operated  vehicles,  equip- 
ment for  care  of  pressure  sores,  or  transcuta- 
neous electrical  nerve  stimulators.  In  the  case 
of  seat  lift  chairs,  Medicare  covers  only  the  lift 
mechanism,  not  the  chair  itself. 

Medicare  pays  for  different  kinds  of 
durable  medical  equipment  in  different  ways: 
some  equipment  must  be  rented,  other  equip- 
ment must  be  purchased;  and  for  some  equip- 
ment you  may  choose  rental  or  purchase.  Your 
Medicare  carrier  will  be  able  to  provide  more 
specific  guidance  on  which  method  will  be  used 
for  a  particular  item. 

Before  you  purchase  or  rent  equipment, 
prosthetics,  orthotics  or  supplies  from  a  durable 
medical  equipment  supplier,  make  sure  the  sup- 
plier is  approved  by  Medicare  and  has  a 
Medicare  suppher  number.  Medicare  may  not 
pay  your  claim  if  your  supplier  does  not  have 
one. 

Suppliers  submit  claims  to  one  of  four 
regional  carriers  (listed  on  page  53)  for  process- 
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ing.  Your  supplier  will  need  your  permanent 
address  to  file  your  claim  with  the  appropriate 
regional  carrier.  Medicare  considers  your  per- 
manent residence  to  be  the  address  where  you 
intend  to  spend  more  than  six  months  of  the 
calendar  year. 

Prosthetic  Devices 

Medicare  Part  B  helps  pay  for  prosthetic 
devices  needed  to  replace  an  internal  body 
organ.  These  include  Medicare-approved  cor- 
rective lenses  needed  after  a  cataract  opera- 
tion, ostomy  bags  and  certain  related  supphes, 
and  breast  prostheses  (including  a  surgical 
brassiere)  after  a  mastectomy.  Medicare  also 
helps  pay  for  artificial  limbs  and  eyes,  and 
for  arm,  leg,  back,  and  neck  braces.  Medicare 
does  not  pay  for  orthopedic  shoes  unless  they 
are  an  integral  part  of  leg  braces  and  the  cost 
is  included  in  the  charge  for  the  braces. 
Medicare  does  not  pay  for  dental  plates  or 
other  dental  devices. 

Therapeutic  Shoes 

Medicare  helps  pay  for  therapeutic  shoes 
and  shoe  inserts  for  people  who  have  severe 
diabetic  foot  disease.  The  doctor  who  treats 
your  diabetes  must  certify  your  need  for  thera- 
peutic shoes.  The  shoes  and  inserts  must  be 
prescribed  by  a  podiatrist  or  other  qualified 
doctor  and  furnished  by  a  podiatrist,  orthotist, 
prosthetist,  or  pedorthist. 

Medicare  helps  pay  for  one  pair  of  thera- 
peutic shoes  per  calendar  year.  Medicare  also 
helps  pay  for  inserts.  Shoe  modifications  may  be 
substituted  for  inserts.  The  fitting  of  shoes  or 
inserts  is  included  in  the  Medicare  payment  for 
the  shoes. 

Medical  Supplies 

Medicare  Part  B  helps  pay  for  surgical 
dressings,  splints,  and  casts  ordered  by  a  doctor 
in  connection  with  your  medical  treatment. 


Drugs  and  Biologicals 

Influenza  (Flu)  and  Pneumococcal 
Pneumonia  Vaccines 

Medicare  Part  B  pays  the  full  approved 
charges  for  flu  and  pneumonia  vaccines  and  their 
administration.  Neither  the  $100  annual 
deductible  nor  the  20  percent  coinsurance  applies 
to  these  services.  If  the  person  giving  you  the 
shot  accepts  assignment  (accepts  the  Medicare 
payment  as  payment  in  full),  there  will  be  no  cost 
to  you.  If  the  person  does  not  accept  assignment, 
you  may  have  to  pay  charges  in  addition  to  the 
Medicare  approved  amount. 

You  must  have  doctor's  orders  to  get  a 
pneumonia  shot.  Any  health  care  professional 
complying  with  the  Medicare  rules  in  your  state 
can  give  you  a  flu  shot. 

Generally,  Medicare  does  not  cover  outpa- 
tient or  self-administered  drugs.  However, 
in  addition  to  blood  and  influenza  and  pneumo- 
coccal vaccines.  Medicare  will  help  pay  for  the 
following  outpatient  prescription  drugs  and 
biologicals.  Payment  is  based  on  medical  need, 
and  only  under  the  conditions  described  here. 

Other  Drugs  and  Biologicals 

Antigens:  Medicare  will  pay  for  antigens  if 
they  are  prepared  by  a  physician  and 
administered  by  a  properly  instructed  per- 
son (who  could  be  a  patient)  under  physi- 
cian supervision. 

▼  Erythropoietin:  Medicare  will  help  pay  for 
erythropoietin  if  you  have  end  stage  renal 
disease  (permanent  kidney  failure)  and 
require  this  drug  to  treat  anemia. 

▼  Hemophilia  Clotting  Factors:  If  you  have 
hemophilia.  Medicare  will  help  pay  for  your 
self-administered  clotting  factors. 

▼  Hepatitis  B  Vaccine:  For  people  medically 
judged  to  be  especially  susceptible  to 
hepatitis.  Medicare  will  help  pay  for  your 
hepatitis  B  vaccine. 

▼  Immunosuppressive  Drugs:  Following  a 
Medicare-covered  tissue  or  organ  trans- 
plant. Medicare  helps  pay  for  immunosup- 
pressive drugs. 
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Oral  Cancer  Drugs:  Medicare  will  help 
pay  for  oral  cancer  drugs  if  the  same  drug 
is  available  in  injectable  form. 

Medicare  Payments  for 
Outpatient  Treatment  of 
Mental  Illness 

Medicare  helps  pay  for  outpatient  diagnos- 
tic and  mental  health  treatment  services  you 
receive  from  professionals  such  as  physicians, 
clinical  psychologists,  clinical  social  workers 
and  other  nonphysician  practitioners.  These 


professionals  furnish  services  in  various  settings, 
for  example,  hospitals,  comprehensive  outpa- 
tient rehabilitation  faciUties,  community  mental 
health  centers,  and  skilled  nursing  facilities. 

Most  outpatient  mental  health  treatment 
services  furnished  by  these  professionals  are 
subject  to  a  payment  limit.  In  effect,  Medicare 
Part  B  pays  only  50  percent  (not  80  percent) 
of  the  approved  amount  for  these  services. 
On  assigned  claims,  beneficiaries  are  responsi- 
ble for  paying  the  remaining  50  percent. 
For  unassigned  claims,  beneficiaries  may  have 
to  pay  more.  (See  page  23  for  information 
about  assignment.) 
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Medicare  Medical  Insurance  (Part  B)  Payments 


The  Assignment  Payment 
Method 

Under  the  assignment  method,  your  doc- 
tor or  suppher  agrees  to  accept  the  amount 
approved  by  the  Medicare  carrier  as  total  pay- 
ment for  covered  services:  the  doctor  or  sup- 
pher agrees  to  "accept  assignment." 

The  assignment  method  can  save  you 
money.  The  doctor  or  suppher  sends  the  claim 
to  Medicare.  Medicare  pays  your  doctor  or 
supplier  80  percent  of  the  Medicare-approved 
amount,  after  subtracting  any  part  of  the 
$100  annual  deductible  you  have  not  met. 
The  doctor  or  supplier  can  charge  you  only 
for  the  part  of  the  $100  annual  deductible 
you  have  not  met  and  for  the  coinsurance, 
which  is  the  remaining  20  percent  of  the 
approved  amount.  Of  course,  your  doctor  or 
supplier  also  can  charge  you  for  services  that 
Medicare  does  not  cover. 

Doctors  and  certain  other  practitioners 
and  suppliers  must  accept  assignment  on  all 
claims  for  services  furnished  to  Medicare 
beneficiaries  who  are  eligible  for  medical  assis- 
tance through  their  state  Medicaid  program, 
including  Quahfied  Medicare  Beneficiaries. 
(See  Assistance  for  Low-Income  Beneficiaries, 
page  44.) 

Participating  Doctors  and  Suppliers 

Doctors  and  suppliers  may  sign  agree- 
ments to  become  Medicare  participants. 

Medicare-participating  doctors  and  suppliers 
have  agreed  in  advance  to  accept  assignment 
on  all  Medicare  claims.  Doctors  and  suppliers 
are  given  the  opportunity  to  sign  participation 
agreements  each  year.  Medicare-participating 
doctors  and  suppliers  can  display  emblems  or 
certificates  that  show  they  accept  assignment 
on  all  Medicare  claims. 

Certain  professionals,  such  as  social  workers 
who  provide  outpatient  mental  health  services, 
must  accept  assignment  if  they  bill  Medicare. 

All  doctors  and  suppliers,  whether  they 
choose  to  participate  or  not,  must  abide  by 


Medicare  laws.  In  addition,  the  fact  that  a 
doctor  or  supplier  is  not  a  participant  does 
not  mean  that  he  or  she  does  not  treat 
Medicare  patients. 

You  can  ask  your  doctor  or  supplier 
whether  he  or  she  participates  in  Medicare. 
Also  the  names  and  addresses  of  Medicare-par- 
ticipating doctors  are  listed  by  geographic  area 
in  the  Medicare- Participating  Physician  Direc- 
tory. You  can  get  the  directory  for  your  area 
free  of  charge  from  your  Medicare  carrier  (see 
pages  48  to  52);  or  you  can  call  your  carrier  and 
ask  for  names  of  participating  doctors.  The 
names  and  addresses  of  Medicare  participating 
supphers  are  listed  by  geographical  area  in  the 
Medicare-Participating  Supplier  Directory  which 
you  can  get  for  your  area  by  calHng  your 
Durable  Medical  Equipment  Regional  Carrier 
(see  page  53).  Both  directories  are  also  avail- 
able for  you  to  use  in  Social  Security  offices, 
state  and  area  offices  of  the  Administration  on 
Aging,  and  in  most  hospitals. 


Medicare  Approved  Amounts 

Medicare  Part  B  approved  amounts 
are  based  for  the  most  part  on  Medicare 
fee  schedule  amounts.  The  fee  schedule 
for  doctors  and  certain  supphers  lists 
payments  for  each  Part  B  service  and 
takes  into  account  geographic  variation 
in  the  cost  of  practice. 

Medicare  pays  80  percent  of  the 
Part  B  approved  amount  for  a  service. 
That  approved  amount  is  whichever  is 
lower-the  Medicare  fee  schedule 
amount  or  the  doctor's  or  supplier's 
actual  charge.  Because  the  Medicare  fee 
schedule  amount  is  often  less  than  the 
doctor's  or  suppHer's  actual  charge, 
Medicare  usually  pays  80  percent  of  the 
fee  schedule  amount. 
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When  Your  Doctor  Does  Not  Accept  Assign- 
ment 

Many  doctors  and  suppliers  who  do  not 
accept  assignment  on  all  claims  may  accept 
assignment  on  some  or  most  claims.  Ask  your 
doctor  or  supplier  whether  he  or  she  will  accept 
assignment  on  your  claims. 

If  your  doctor  or  supplier  does  not  accept 
assignment,  you  must  pay  the  doctor  or  sup- 
plier directly. 

You  are  usually  responsible  for  the  entire 
bill,  even  if  it  is  higher  than  the  Medicare- 
approved  amount,  because  your  doctor  or  sup- 
pher  did  not  agree  to  accept  the  Medicare- 
approved  amount  as  payment  in  full.  In  this 
case,  you  pay  the  doctor  or  supplier  and 
Medicare  pays  you  80  percent  of  the  approved 
amount,  after  subtracting  any  part  of  the  $100 
annual  deductible  you  have  not  met. 

Charge  limits:  Even  though  a  doctor  does 
not  accept  assignment,  for  most  covered  ser- 
vices there  are  limits  on  the  amount  that  he  or 
she  can  actually  charge  you.  The  most  the  doc- 
tor can  charge  you  is  115  percent  of  what 
Medicare  approves  (see  "Medicare  Approved 
Amounts,"  page  23.)  Doctors  who  charge  more 
than  these  hmits  may  be  fined.  These  limits 
also  apply  to  certain  services  of  suppliers.  The 
notice  you  get  when  Medicare  processes  your 
claim  tells  you  whether  charge  hmits  apply. 

If  you  think  you  have  been  charged  more 
than  the  payment  limit,  ask  the  doctor  or  sup- 
pher  for  a  reduction  in  the  charge.  If  you  have 
already  paid  more  than  the  payment  limit,  ask 
for  a  refund.  If  you  cannot  get  a  reduction  or 
refund,  you  can  call  your  Medicare  carrier  and 
ask  for  assistance.  Some  states  have  laws  that 
could  further  reduce  your  medical  costs.  If  you 
live  in  one  of  the  states  listed  on  this  page,  you 
can  ask  the  state  office  listed  there  about  the 
laws  in  your  state. 

Special  rule  for  doctors  performing  elec- 
tive surgery:  Medicare  law  requires  doctors 
who  do  not  accept  assignment  for  elective 
surgery  to  give  you  a  written  estimate  of  your 
costs  before  the  surgery  if  the  total  charge  for 
the  surgical  procedure  is  $500  or  more.  If  the 
doctor  did  not  give  you  a  written  estimate, 
you  are  entitled  to  a  refund  of  any  amount 


States  with  Charge-Limit  laws 

Connecticut: 

Ohio: 

Connecticut  Department 

Department  of  Health 

of  Social  Services 

246  North  High  Street 

Connecticut  Medical 

Post  Office  Box  118 

Assignment  Program 

Columbus,  Ohio 

25  Sigourney  St. 

43266-0118 

Hartford,  CT  06106 

1-800-899-7127* 

1-800-443-9946* 

(614)  466-2070 

(203)  424-4925 

Pennsylvania: 

Massachusetts: 

Department  of  Aging 

Executive  Office 

Market  Street  State 

of  Elder  Affairs 

Office  Bldg. 

1  Ashburton  Place 

400  Market  Street 

Boston,  MA  02108 

Harrisburg,  PA  17101 

1-800-882-2003* 

(717)  783-8975 

(617)  727-7750 

Rhode  Island: 

Minnesota: 

Department  of 

Minnesota  Board 

Elderly  Affairs 

of  Aging 

160  Pine  Street 

Office  of  Ombudsman 

Providence.  RI 

444  Lafayette  Road 

02903-3708 

St.  Paul,  MN 

1-800-322-2880* 

55155-3843 

(401)  277-2880 

1-800-657-3591 

Vermont: 

New  York: 

Vermont  Department 

State  Office  for 

of  Aging  and 

the  Aging 

Disabilities 

2  Empire  State  Plaza 

103  South  Main  Street 

Albany,  NY  12223 

Waterbury,  VT 

1-800-342-9871* 

05671-2301 

(518)  474-5731 

1-800-642-5119* 

(802)  241-  2400 

*  These  phone  numbers  are  toll-free  within  the  state. 

you  paid  him  or  her  over  the  Medicare 
approved  amount. 

Three  payment  examples  for  the  same 
service  are  shown  opposite.  Dr.  A  participates  in 
the  Medicare  program  and  therefore  accepts 
assignment  on  the  claim.  Drs.  B  and  C  do  not 
participate  and  do  not  accept  assignment.  In  all 
three  examples,  the  beneficiary  has  already  met 
the  $100  deductible.  Even  though  Dr.  A's  bill  is 
not  the  lowest,  the  beneficiary  pays  the  least  for 
Dr.  A's  services.  Also,  even  though  Drs.  B  and  C 
charge  different  amounts,  the  beneficiary  pays 
the  same  amount  because  of  the  limiting  charge. 
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Participating  Providers 

Hospitals,  skilled  nursing  facilities,  home 
health  agencies,  hospices,  comprehensive  out- 
patient rehabilitation  facilities,  and  providers  of 
outpatient  physical  and  occupational 
therapy  and  speech  pathology  services  are  all 
participating  providers  under  Medicare  Part  B. 
They  submit  their  claims  to  Medicare. 
Medicare  subtracts  any  deductible  you  have  not 
met  and  any  coinsurance  amount  and  pays  the 
provider.  The  provider  bills  you  only  for  any 
deductible  and  coinsurance  amounts  you  owe. 

Submitting  Part  B  Claims 

Doctors,  Suppliers  and  Other  Providers  Must 
Submit  Claims  for  You 

Even  if  they  do  not  accept  assignment, 
doctors,  supphers  and  other  providers  of  Part  B 
services  must,  in  most  cases,  submit  Medicare 
claims  for  you.  They  have  one  year  from  the 
date  of  your  service  to  send  in  your  claim. 
(If  you  have  other  health  insurance  that  should 
pay  before  Medicare,  you  can  submit  your 
claims  yourself.) 

You  should  notify  your  Medicare  carrier  if 
your  doctor  or  supplier  refuses  to  submit  a 


Part  B  Medicare  claim  for  you  if  you  beheve 
the  services  may  be  covered  by  Medicare.  Your 
doctor  or  supplier  cannot  avoid  submitting  a 
claim  by  requiring  you  to  sign  an  agreement 
that  no  claim  will  be  submitted.  (Phone  num- 
bers and  addresses  of  carriers  are  listed  on 
pages  48  to  52.) 

Filing  Your  Own  Claims 

In  some  cases,  you  may  need  to  file  your 
own  Medicare  Part  B  claim.  If  you  do,  send  the 
claim  to  the  carrier  responsible  for  processing 
Medicare  claims  in  the  area  where  you  received 
the  services.  (Carrier  addresses  and  phone 
numbers  are  Usted  on  pages  48  to  52.) 

Claims  When  You  Are  Enrolled  in  a 
Managed  Care  Plan  (HMO) 

If  you  are  enrolled  in  an  HMO,  claims  sel- 
dom need  to  be  submitted  on  your  behalf. 
Medicare  pays  the  HMO  a  set  amount  each 
month  and  the  HMO  provides  your  medical 
care.  But  if  you  get  service  from  a  doctor  or 
other  professional  who  is  not  affiUated  with 
your  HMO,  the  claim  should  be  submitted 
directly  to  your  HMO. 


Three  Payment  Examples 

The  annual  Part  B  deductible  has  been  met 

Doctor's 
BiU 

Medicare 
Approved 
Amount* 

Medicare  Pays 

Beneficiary 
Responsible  For 

Doctor  A  accepts  assignment 

$480 

$400 

$320  (80%  of 
approved  amount) 

$80  (20%  of  approved 
amount) 

Doctor  B  does  not  accept 
assignment  and  charges  no 
more  than  the  Hmiting  charge 

$437 

$380 

$304  (80%  of 
approved  amount) 

$133  (difference  between 
the  $437  actual  charge 
-which  is  also  the  limiting 
charge-and  Medicare 
payment) 

Doctor  C  does  not  accept 
assignment  and  charges 
more  than  the  limiting  charge 

$500 

$380 

$304  (80%  of  approved 
amount) 

$133  (difference  between 
the  $437  limiting  charge 
and  Medicare  payment) 

*  The  Medicare  approved  amount  is  less  for  non-participating  physicians  than  for  participating  physicians. 
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Submitting  Claims  to  the  Railroad  Retirement 
System 

If  you  get  Medicare  under  the  Railroad 
Retirement  system,  the  doctor  or  suppher  must 
submit  your  claims  to  the  United  HealthCare 
office  that  serves  your  region.  Regional  offices 
of  The  Travelers  are  listed  in  Your  Medicare 
Handbook  for  Railroad  Retirement  Beneficia- 
ries, which  is  available  at  any  Railroad  Retire- 
ment office. 

Claims  for  a  Person  Who  Has  Died 

When  a  Medicare  beneficiary  dies,  the 
way  Medicare  pays  Part  B  claims  depends  on 
whether  the  doctor's  or  suppUer's  bill  has  been 
paid.  (Any  Part  A  payments  due  to  the  hospi- 
tal, skilled  nursing  facility,  home  health  agency 
or  hospice  will  be  made  directly  to  the  provider 
of  services.) 

If  the  bill  was  paid  by  the  patient  or  with 
funds  from  the  patient's  estate,  Medicare's  pay- 
ment will  be  made  either  to  the  estate  repre- 
sentative or  to  a  surviving  member  of  the 
patient's  immediate  family.  If  someone  other 
than  the  patient  paid  the  bill,  payment  may  be 
made  to  that  person. 

If  the  bill  has  not  been  paid  and  the  doctor 
or  suppher  does  not  accept  assignment,  the 
Medicare  payment  can  be  made  to  the  person 
who  has  or  assumes  legal  obligation  to  pay  the 
bill  for  the  deceased  patient. 

Your  Medicare  carrier  can  provide 
additional  information  about  how  to  submit 
claims  for  Medicare  Part  B  payment  after  a 
patient  dies. 

Your  Part  B  Benefits  Notice  from  Medicare 

After  your  doctor,  provider,  or  supplier 
sends  in  a  Part  B  claim,  Medicare  will  send  you 
a  notice.  The  notice  is  not  a  bill.  It  is  sent  to 
you  for  your  records. 

Your  Part  B  benefits  notice  shows  the  doc- 
tor's charges  and  what  Medicare  approved.  It 
shows  what  your  copayment  is  and  whether  you 
have  met  your  Part  B  deductible.  The  notice 
tells  you  whether  your  doctor  accepted  assign- 
ment on  the  claim,  and  if  not,  what  the  charge 
limit  is  on  the  service  provided.  The  notice  may 
have  other  useful  information  about  your  claim. 


Please  read  your  Part  B  notices  carefully.  If 
you  believe  payments  were  made  for  services  or 
supplies  you  didn't  receive,  or  payments  are  oth- 
erwise questionable,  call  or  write  your  carrier. 

New  Notice  Coming  Soon:  During  1997 
and  1998,  Medicare  will  phase  in  a  new  notice 
to  replace  the  Part  B  benefits  notice.  This 
notice  will  be  called  a  Medicare  Summary 
Notice.  Just  like  the  Part  B  benefits  notice,  this 
new  notice  will  be  for  your  records.  It  will  not 
be  a  bill.  As  soon  as  the  new  notice  is  in  use, 
the  carrier  will  send  information  explaining  the 
notice  to  you. 

Calling  Your  Medicare  Carrier 

Many  carriers  have  installed  an  automated 
telephone  answering  system  to  help  make  their 
response  to  you  faster  and  more  accurate. 
When  you  call,  if  your  carrier  has  a  system  of 
this  type,  you  will  be  connected  to  a  special 
automated  voice  system.  If  you  have  a  touch- 
tone  telephone,  follow  the  instructions  you 
receive  over  the  phone  to  get  information 
about  the  status  of  your  claims. 

If  you  need  other  information  or  want  to 
talk  about  a  claim,  you  can  ask  the  system  to 
connect  you  with  a  customer  service  represen- 
tative at  any  time.  If  you  do  not  have  a  touch- 
tone  telephone,  stay  on  the  hne  after  you  dial 
and  you  will  be  connected  to  a  customer  service 
representative. 
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What  Medicare  Does  Not  Pay  For 


Medicare,  by  law,  cannot  pay  for  certain 
services.  These  include  services  performed  by 
immediate  relatives  or  members  of  your  house- 
hold, and  services  which  another  government 
program  pays  for.  Discussed  below  are  other 
services  Medicare  does  not  pay  for. 

Custodial  Care 

Medicare  does  not  pay  for  custodial  care 
when  that  is  the  only  kind  of  care  you  need. 
Care  is  considered  custodial  when  it  is  primar- 
ily for  the  purpose  of  helping  you  with  daily 
living  or  meeting  personal  needs  and  could  be 
provided  safely  and  reasonably  by  people  with- 
out professional  skills  or  training.  Much  of  the 
care  needed  by  old  and  frail  people  to  allow 
them  to  stay  in  their  own  home  is  custodial. 
Also,  much  of  the  care  provided  in  nursing 
homes  to  people  with  chronic,  long-term  ill- 
nesses or  disabilities  is  considered  custodial 
care.  For  example,  custodial  care  includes  help 
in  walking,  getting  in  and  out  of  bed,  bathing, 
dressing,  eating,  and  taking  medicine.  Even  if 
you  are  in  a  participating  hospital  or  skilled 
nursing  facility,  Medicare  does  not  cover  your 
stay  if  you  need  only  custodial  care. 

Care  Not  Reasonable  and 
Necessary  under  Medicare  Pro- 
gram Standards 

Medicare  does  not  usually  pay  for  services 
that  are  "not  reasonable  and  necessary"  for  the 
diagnosis  or  treatment  of  an  illness  or  injury. 
These  services  include: 

drugs  or  devices  that  have  not  been 
approved  by  the  Food  and  Drug  Adminis- 
tration (FDA)  (note:  in  certain  cases  ser- 
vices are  not  covered  even  when  FDA  has 
approved  the  drug  or  device); 

▼     medical  procedures  and  services  per- 
formed using  drugs  or  devices  not 
approved  by  FDA;  and, 


▼     services,  including  drugs  or  devices,  not 
considered  safe  and  effective  because  they 
are  experimental  or  investigational. 

If  a  doctor  admits  you  to  a  hospital  or 
skilled  nursing  facility  when  the  kind  of  care 
you  need  could  be  provided  elsewhere  (for 
example,  at  home  or  in  an  outpatient  facility), 
your  stay  will  not  be  considered  reasonable  and 
necessary,  and  Medicare  will  not  pay  for  your 
stay.  If  you  stay  in  a  hospital  or  skilled  nursing 
facility  longer  than  you  need  to  be  there, 
Medicare  payments  will  end  when  inpatient 
care  is  no  longer  reasonable  and  necessary. 

If  a  doctor  (or  other  practitioner)  comes 
to  treat  you — or  you  visit  him  or  her  for 
treatment — more  often  than  is  medically 
necessary.  Medicare  will  not  pay  for  the 
"extra"  visits.  Medicare  will  not  pay  for  more 
services  than  are  reasonable  and  necessary 
for  your  treatment. 

Medicare  always  bases  decisions  about 
what  is  reasonable  and  necessary  on  profes- 
sional medical  advice. 

Care  Outside  the  United  States 

Except  in  cases  in  Canada  and  Mexico 
described  below.  Medicare  does  not  pay  for 
hospital  or  medical  services  outside  the  United 
States.  (Puerto  Rico,  the  U.S.  Virgin  Islands, 
Guam,  American  Samoa,  and  the  Northern 
Mariana  Islands  are  considered  part  of  the 
United  States.) 

In  rare  cases.  Medicare  can  pay  for  inpa- 
tient hospital  services  that  you  get  in  Canada  or 
Mexico.  Medicare  can  pay  only  if: 

1)  You  are  in  the  United  States  when  a  med- 
ical emergency  occurs  and  the  Canadian  or 
Mexican  hospital  is  closer  than  the  nearest 
U.S.  hospital  that  can  treat  the  emergency. 

2)  You  are  traveling  through  Canada  without 
unreasonable  delay  by  the  most  direct 
route  between  Alaska  and  another  state 
when  a  medical  emergency  occurs  and 
the  Canadian  hospital  is  closer  than  the 
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nearest  U.S.  hospital  that  can  treat  the  emer- 
gency. 

3)     You  Hve  in  the  United  States  and  the 

Canadian  or  Mexican  hospital  is  closer  to 
your  home  than  the  nearest  U.S.  hospital 
that  can  treat  your  medical  condition, 
regardless  of  whether  an  emergency  exists. 

Medicare  also  pays  for  doctor  and 
ambulance  services  furnished  in  Canada  or 
Mexico  in  connection  with  a  covered  inpatient 
hospital  stay. 


When  Medicare  Denies 
a  Claim  but  You  Do  Not 
Have  to  Pay  the  Bill 

In  certain  cases,  even  if  Medicare  denies 
your  claim,  you  will  not  be  held  responsible  for 
paying  the  doctor  or  other  health  care  provider. 
Generally,  these  cases  include  claims  for  items 
or  services  that  are  denied  as  not  "reasonable 
and  necessary,"  or  because  the  health  care 
provider  did  not  comply  with  certain  federal 
requirements. 

If  you  receive  a  bill  from  your  doctor  or 
another  health  care  provider  for  an  item  or  ser- 
vice denied  by  Medicare  for  one  of  the  reasons 
mentioned  above,  contact  your  Medicare  car- 
rier for  information  on  whether  you  are  respon- 
sible for  paying  the  bill. 
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Medicare  Managed  Care  Plans 


Managed  Care 


If  you  are  currently  receiving  your 
Medicare  benefits  through  fee-for-service,  you 
may  continue  to  do  so.  However,  managed 
care  is  an  increasingly  popular  way  of  receiving 
Medicare  benefits.  Most  Medicare  beneficia- 
ries live  in  areas  that  have  Medicare-approved 
managed  care  plans  (often  called  HMOs). 

Can  I  Enroll  in  a  Managed 
Care  Plan? 

Most  Medicare  beneficiaries  are  eligible 
for  enrollment  in  a  managed  care  plan,  and 
most  parts  of  the  country  are  served  by  one  or 
more  plans  that  have  contracts  with  the  Health 
Care  Financing  Administration  (HCFA)  to 
serve  Medicare  beneficiaries. 

The  only  enrollment  requirements  are: 

1.      You  must  at  least  be  enrolled  in  Medicare 
Part  B  (it  pays  doctor  bills)  and  continue 
to  pay  the  Part  B  monthly  premium.  The 
premium  is  $43.80  per  month  in  1997. 

You  cannot  have  elected  care  from  a 
Medicare-certified  hospice. 


You  cannot  be  medically  determined  to 
have  permanent  kidney  failure.  If,  how- 
ever, you  are  a  member  of  a  plan  when 
you  first  be  come  eligible  for  Medicare 
and  the  plan  has  a  Medicare  contract, 
you  may  change  to  Medicare  membership 
with  the  plan  even  if  you  have  permanent 
kidney  failure. 

4.      You  must  live  within  the  area  in  which  the 
plan  has  a  Medicare  contract  to  provide 
services. 

If  you  choose  hospice  care  for  a  terminal 
illness  after  joining  a  managed  care  plan,  you 
will  receive  hospice  services  from  a  Medicare- 
approved  hospice,  but  you  can  stay  in  the  plan. 
If  you  do,  the  plan  is  required  to  provide  or 
arrange  for  all  covered  health  care  unrelated  to 
the  terminal  illness.  Also,  if  after  joining  a  plan 


you  are  medically  determined  to  have  end- 
stage  renal  disease,  the  plan  is  required  to  pro- 
vide or  arrange  for  your  care. 

How  Do  I  Join  a  Plan  and  When 
Does  My  Coverage  Begin? 

You  can  get  the  names  of  the  managed 
care  plans  in  your  area  by  calling  your  state 
insurance  counseling  office  or  by  calling 
Medicare  at  1-800-638-6833.  The  phone 
number  of  your  state's  insurance  counseUng 
office  is  hsted  on  page  58. 

All  plans  that  contract  with  Medicare  must 
have  an  advertised  open  enrollment  period  of 
at  least  30  days  once  a  year.  Most  plans,  how- 
ever, have  continuous  open  enrollment,  so  you 
may  join  at  any  time.  Medicare  beneficiaries 
cannot  be  denied  membership  because  of  poor 
health,  a  disability,  or  preexisting  condition. 

Depending  on  the  day  of  the  month  that 
you  enroll,  you  may  choose  to  have  coverage 
begin  either  the  first  day  of  the  month  after 
your  enrollment  apphcation  is  received  by  the 
plan  or  up  to  three  months  later.  The  plan  must 
give  you  written  information  explaining  your 
coverage  and  when  it  starts. 

Before  joining  a  plan,  read  the  plan's 
membership  materials.  Make  sure  you  under- 
stand your  rights  as  a  plan  member  and  know 
what  benefits  you  will  receive. 

If  you  live  in  an  area  served  by  more  than 
one  plan,  compare  premiums,  copayments,  and 
benefits  to  determine  which  plan  best  suits 
your  needs  at  a  price  you  can  afford. 

What  Other  Factors  Should  I 
Consider? 

Get  information  about  the  doctors  avail- 
able to  serve  you  and  the  hospitals  and  other 
health  care  facilities  affiliated  with  the  plan. 
Determine  whether  the  plan's  providers  are  in 
a  location  convenient  to  you. 

Also,  carefully  consider  the  advantages 
and  disadvantages  of  plan  membership  if  you 
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travel  a  lot  or  live  part  of  the  year  in  another 
State.  Plans  must  provide  coverage  for  a  fixed 
period  of  time  when  you  travel. 

Another  factor  to  keep  in  mind  is  that  if 
you  enroll  in  a  plan  and  later  move  out  of  the 
plan's  service  area,  you  will  have  to  disenroU 
and  either  return  to  regular  fee-for-service 
Medicare  or  enroll  in  a  plan  that  serves  your 
new  location. 

If  I  Enroll,  Where  Do  I  Go 
for  Care? 

Before  enroUing  in  a  managed  care  plan, 
find  out  whether  the  plan  has  a  "risk"  or  a 
"cost"  contract  with  Medicare.  There  is  an 
important  difference. 

Risk  Plans:  These  plans  have  "lock-in" 
requirements.  This  means  that  you  generally 
must  receive  all  covered  care  through  the  plan 
or  through  referrals  by  the  plan. 

With  few  exceptions,  if  you  go  outside  the 
plan  for  services,  neither  the  plan  nor 
Medicare  will  pay  for  those  services.  You  will 
have  to  pay  the  entire  bill  out  of  your  own 
pocket. 

The  only  exceptions  recognized  by  all 
Medicare  plans  are  for  emergency  services, 
which  you  may  receive  anywhere  in  the  United 
States,  and  urgently  needed  care,  which  you 
may  receive  while  temporarily  away  from  the 
plan's  service  area. 

If  you  receive  emergency  or  urgently 
needed  care,  the  doctor  or  hospital  that  pro- 
vides the  service  will  either  bill  you  or  your 
plan.  If  the  bill  is  given  to  you,  present  it  to  the 
plan  yourself  and  keep  a  copy  for  your  records. 
If  possible,  let  the  plan  know  whenever  you  are 
in  an  emergency  situation. 

In  addition  to  paying  for  emergency  and 
urgently  needed  care  received  outside  the  plan, 
a  few  risk  plans  offer  what  is  called  a  "point-of- 
service"  (POS)  option. 

Under  the  POS  option,  the  plan  permits 
you  to  receive  certain  services  outside  the 
plan's  provider  network  and  the  plan  will  pay  a 
percentage  of  the  charges.  In  return  for  this 
flexibility  expect  to  pay  at  least  20  percent  of 
the  bill. 

Cost  Plans:  These  plans  do  not  have  lock- 
in  requirements.  If  you  enroll  in  a  cost  plan, 


you  can  either  go  to  health  care  providers  affih- 
ated  with  the  plan  and  pay  only  the  applicable 
co-payments,  or  you  can  go  to  providers  out- 
side the  plan. 

If  you  go  to  providers  outside  the  plan, 
the  plan  probably  will  not  pay  but  Medicare 
will.  Medicare  will  pay  its  share  of  the 
approved  charges. 

You  will  be  responsible  for  Medicare's 
coinsurance  and  deductibles  and  other  permis- 
sible charges,  just  as  if  you  were  receiving  care 
under  the  fee-for-service  system. 

Because  cost  plans  do  not  have  a  lock-in 
requirement,  they  may  be  a  good  choice  for 
you  if  you  travel  frequently  or  live  outside  the 
plan's  service  area  part  of  the  year. 

Plan  Hospital  and  Medical 
Benefits 

While  the  package  of  benefits  can  vary 
from  plan  to  plan,  all  plans  must  provide  all  of 
the  benefits  covered  under  Medicare  parts  A 
andB. 

Plans  may  also  offer  extra  benefits  not 
otherwise  covered  by  fee-for-service  Medicare. 
The  extra  benefits  can  include,  for  example, 
physical  exams,  scheduled  inoculations  and 
other  preventive  care,  prescription  drugs,  den- 
tal care,  hearing  aids  and  eyeglasses,  as  well  as 
coverage  for  overseas  travel. 

Plans  with  risk  contracts  either  provide  the 
extra  benefits  at  no  additional  cost  or  require 
you  to  purchase  them  as  a  condition  of 
enrolling  in  the  plan.  You  may  pay  more  for 
additional  benefits  offered  by  cost  plans. 

Do  I  Select  My  Own  Doctor? 

Most  managed  care  plans  require  you  to 
select  a  primary  care  doctor  from  those  affili- 
ated with  the  plan  when  you  first  enroll.  If 
you  do  not  make  a  selection,  one  will  be 
assigned  to  you. 

Primary  care  doctors  manage  their 
patients'  medical  and  hospital  care.  If  for  any 
reason  you  want  to  change  your  primary  care 
doctor,  the  plan  generally  will  let  you  do  so  as 
long  as  you  select  another  one  of  the  plan's  pri- 
mary care  doctors. 
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What  About  Specialists  and 
Hospital  Care? 

Managed  care  plans  have  doctors  avail- 
able in  all  specialties  of  medicine.  However, 
to  see  a  specialist,  you  must  be  referred  by 
your  primary  care  physician  if  the  plan  is  to 
pay  for  the  specialist's  services.  Your  primary 
care  physician  will  help  choose  the  specialist 
for  you. 

Just  as  a  plan  arranges  in  advance  with 
specific  doctors  to  care  for  members,  it  gener- 
ally has  contracts  with  specific  hospitals, 
skilled  nursing  facilities,  home  health  care 
agencies  and  other  health  care  providers  to 
serve  its  members.  Some  of  the  larger  plans, 
however,  have  their  own  hospitals  and  other 
health  care  facilities. 

By  coordinating  primary,  specialty,  inpa- 
tient, and  outpatient  treatment,  plans  can 
deUver  appropriate  care  while  minimizing 
duplicative  and  unwarranted  services. 

How  Can  I  Appeal  a  Payment 
Decision  Made  by  an  HMO? 

Managed  care  plans  that  contract  with 
Medicare  have  a  system  that  you  can  use  to 
appeal  payment  decisions.  You  can  file  an 
appeal  if  your  plan: 

▼  refuses  to  pay  for  Medicare-covered 
services; 

▼  refuses  to  provide  services  you  request;  or 

▼  decides  not  to  pay  for  the  care  you 
received  from  doctors  or  hospitals  who  are 
not  part  of  the  plan  because  the  plan 
determined  that  the  care  was  not  for 
emergency  or  out-of-area  urgent  care. 

If  you  beheve  that  care  should  be  paid  for 
or  provided,  and  it  was  not,  you  should  file  a 
request  for  reconsideration  by  the  plan.  Steps 
you  must  take  are  described  on  page  40.  Your 
membership  materials  also  give  details  on  your 
Medicare  appeal  rights. 

If  you  need  more  information  or  help, 
call  any  Social  Security  Administration  office, 
your  health  plan,  or  your  state  insurance  coun- 
seling office. 


What  Are  the  Advantages  of 
Joining  a  Managed  Care  Plan? 

People  join  managed  care  plans  for  many 
different  reasons.  Some  of  the  most  frequently 
mentioned  reasons  are  listed  below: 

T     It  can  be  easier  to  get  all  services  through 
one  source  (for  example,  doctors'  services, 
hospital  care,  laboratory  tests,  X-rays). 

▼  Quality  of  care  may  be  enhanced  because 
of  the  coordination  of  services. 

▼  It  is  easier  to  budget  medical  costs  because 
you  know  the  amount  of  any  premiums  in 
advance,  and  the  total  of  other  out-of- 
pocket  expenses  is  likely  to  be  less  than 
under  the  fee-for-service  system. 

▼  You  generally  pay  only  a  nominal  copay- 
ment  when  you  use  a  service. 

▼  In  many  cases,  benefits  beyond  those  cov- 
ered by  Medicare  are  available  at  either  no 
additional  charge  or  a  nominal  charge. 

▼  You  will  not  need  Medigap  insurance  to 
supplement  your  Medicare  coverage 
because  the  plan  provides  you  with  all 
or  most  of  the  same  benefits  at  no  addi- 
tional cost. 

▼  Paperwork  is  virtually  eliminated. 

▼  Managed  Care  plans  generally  must  accept 
all  Medicare  applicants,  even  those  with 
health  problems. 

What  Are  the  Disadvantages  of 
Joining  a  Managed  Care  Plan? 

Some  of  the  disadvantages  of  enrolling  in  a 
managed  care  plan  are  Hsted  below: 

▼  You  may  not  be  free  to  go  to  any  physician 
or  hospital  you  choose.  Except  when  you 
need  emergency  or  unforeseen  out-of-area 
urgent  care  services,  you  generally  must 
use  the  plans  providers  or  else  the  plan 
will  not  pay. 

▼  You  may  need  to  have  the  prior  approval 
of  your  primary  physician  to  see  a  special- 
ist, have  elective  surgery,  or  obtain  equip- 
ment or  other  medical  services. 
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▼     It  can  take  up  to  30  days  to  disenroll,  and 
you  must  continue  to  use  the  HMO 
providers  until  you  are  disenrolled. 

How  and  When  May  I 
Disenroll? 

If  you  enroll  in  a  plan  and  later  decide  to 
return  to  fee-for-service  Medicare,  you  may 
disenroll  at  any  time.  To  disenroll,  state  in 
writing  that  you  want  to  withdraw  from  the 
plan  and  return  to  fee-for  service  Medicare 
coverage. 

Give  the  written  statement  either  to  the 
plan's  administrative  office  or  to  your  local 
Social  Security  Administration  or,  if  appropri- 
ate, your  Railroad  Retirement  Board  office. 
Your  coverage  under  the  fee-for-service  system 
will  begin  the  first  day  of  the  following  month. 

If  you  want  to  change  from  one  managed 
care  plan  to  another,  you  may  do  so  by  simply 
enrolHng  in  the  other  plan  as  long  as  it  has  a 
Medicare  contract.  You  are  automatically  dis- 
enrolled from  the  first  plan. 


Do  I  Need  Medigap  Insurance 
If  I  Join  a  Managed  Care  Plan? 

You  should  consider  Medigap  insurance  if 
you  are  thinking  about  enrolling  in  a  plan,  or  if 
you  are  already  in  a  plan  and  are  thinking 
about  disenrolling.  Medigap  insurance  is  dis- 
cussed in  more  detail  on  pages  33-35. 

If  you  have  a  Medigap  poHcy  and  decide 
to  enroll  in  a  managed  care  plan,  you  may 
either  keep  the  Medigap  policy  or  cancel  it. 
You  will  generally  not  need  a  Medigap  poHcy  if 
you  enroll  in  a  Medicare  managed  care  plan. 

A  Medigap  policy  can  be  of  value  to  you 
if  you  leave  the  managed  care  plan  and 
returned  to  fee-for-service  Medicare.  If  you 
have  a  Medigap  pohcy  but  drop  it  while  in  the 
plan  you  may  not  be  able  to  buy  the  policy  of 
your  choice. 

Before  you  give  up  your  Medigap  policy, 
or  let  a  Medigap  open  enrollment  period 
expire,  you  should  consider  discussing  your 
particular  circumstances  with  your  state  insur- 
ance counseling  office.  The  services  are  free. 
The  counsehng  offices  also  have  free  copies  of 
the  Guide  to  Health  Insurance  for  People  With 
Medicare. 
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Medicare  and  Other  Insurance 


Buying  Health  Insurance  to 
Supplement  Medicare 

Medicare  provides  basic  protection  against 
the  cost  of  health  care,  but  it  will  neither  pay 
all  of  your  medical  expenses,  nor  most  long- 
term  care  expenses.  For  this  reason,  many  pri- 
vate insurance  companies  sell  Medicare  supple- 
ment (Medigap)  insurance  as  well  as  separate 
long-term  care  insurance.  The  federal  govern- 
ment does  not  sell  or  service  such  insurance. 

Shop  Carefully  for  Medigap  Insurance 

If  you  are  thinking  about  buying  a  private 
insurance  policy  to  supplement  your  Medicare 
or  cover  long-term  care  costs,  shop  carefully. 
You  can  get  the  Guide  to  Health  Insurance  for 
People  with  Medicare  to  help  you  make 
Medicare  supplement  decisions.  (See  below.) 
You  can  also  get  a  copy  of  the  Shopper's  Guide 
to  Long  Term  Care  Insurance,  produced  by  the 
National  Association  of  Insurance  Commis- 
sioners from  your  state  insurance  department. 


Guide  to  Health  Insurance  for 
People  with  Medicare 

The  guide: 

▼  Explains  how  supplemental  insurance 
works. 

'^     Tells  how  to  shop  for  Medigap 
insurance. 

▼  Gives  information  on  the  standard- 
ized plans. 

▼  Lists  names,  addresses  and  telephone 
numbers  of  state  insurance  depart- 
ments and  state  agencies  on  aging. 
Some  of  these  offices  may  have  free 
counseling  services  available. 

You  can  get  a  free  copy  of  the  guide  from 
your  state  insurance  department  or  from 
Social  Security. 


Open  Enrollment  Period  for 
Medigap  Policies 

The  first  6  months  that  you  are  65  or  older 
and  enrolled  in  Part  B  you  have  a  Medigap 
open  enrollment  period.  If  you  apply  during 
this  period,  the  Medigap  insurer  cannot  refuse 
to  issue  you  a  policy,  place  conditions  on  the 
policy,  or  discriminate  in  the  price  of  the 
pohcy  because  of  your  health  status,  claims 
experience,  receipt  of  health  care,  or  your  med- 
ical condition.  This  applies  no  matter  how  you 
enroll  in  part  B — whether  by  automatic  notifica- 
tion or  through  an  initial,  special  or  general 
enrollment  period. 

Your  Medigap  open  enrollment  period  is  a 
one-time  opportunity.  After  the  6-month  period 
ends,  you  may  not  be  able  to  buy  the  insurance 
policy  of  your  choice  at  the  best  price.  (Even 
when  you  buy  a  Medigap  policy  during  open 
enrollment,  an  insurer  may  still  impose  a  wait- 
ing period  of  up  to  6  months  for  coverage  of  a 
pre-existing  condition.) 

Beneficiaries  Who  are  Disabled  or  Have  Per- 
manent Kidney  Failure 

Federal  law  does  not  require  Medigap 
insurers  to  provide  open  enrollment  to  you  if 
you  are  under  age  65.  Until  recently,  insurers 
were  not  required  to  provide  open  enrollment 
to  you  at  age  65  if  you  were  previously  enrolled 
in  Part  B.  This  is  no  longer  true.  You  are  now 
entitled  to  Medigap  open  enrollment  at  age  65. 

Several  states  have  extended  their  open 
enrollment  requirement  to  beneficiaries  under 
age  65.  To  find  out  whether  your  state  has 
expanded  its  open  enrollment  requirement, 
check  with  your  state  insurance  department. 

Standardized  Medigap  Policies 

Most  states  have  adopted  regulations  limit- 
ing the  sale  of  Medigap  insurance  to  no  more 
than  10  standard  policies.  These  standardized 
plans  are  identified  by  the  letters  A  through  J. 
Plan  A  is  the  core  package  of  benefits  which,  is 
available  in  all  states.  The  other  nine  plans 
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each  have  a  different  combination  of 
benefits,  but  they  all  include  the  core  package. 

To  find  out  what  standardized  policies  are 
available  in  your  state,  check  with  your  state 
insurance  department.  The  telephone  number 
of  your  state  insurance  department  may  be 
listed  under  "state  agencies"  in  your  telephone 
book.  If  not,  you  can  get  a  copy  of  the  Guide  to 
Health  Insurance  for  People  with  Medicare. 

In  most  cases,  if  you  already  have  a  Medi- 
gap  policy,  you  may  keep  it,  but  if  you  buy  a 
new  policy,  you  will  be  required  to  choose  a 
standardized  plan. 

Medicare  SELECT 

Medicare  SELECT  is  a  type  of  Medigap 
insurance.  It  is  authorized  for  sale  in  many 
states.  Medicare  SELECT  is  different  than  reg- 
ular Medigap  insurance:  benefits  may  be  lim- 
ited to  items  and  services  provided  by  certain 
selected  health  care  professionals  and  facilities, 
or  reduced  when  you  get  health  care  from 
other  health  care  professionals  or  facilities. 
Because  of  these  restrictions,  premiums 
charged  for  Medicare  SELECT  policies  are 
usually  lower  than  other  Medigap  insurance. 

If  you  are  interested  in  this  kind  of 
Medigap  insurance,  you  can  ask  your  state 
insurance  department  about  whether  there  are 
Medicare  SELECT  policies  approved  for  sale 
in  your  state. 

Employment-related  Retiree  Coverage  Instead 
of  Medigap 

Some  retired  people  can  get  health  cover- 
age through  their  former  employer  or  union. 
This  health  coverage  may  supplement 
Medicare  but  it  is  not  Medigap  insurance  and 
does  not  have  to  meet  federal  and  state  Medi- 
gap requirements. 

Retiree  coverage  is  usually  provided  free 
or  at  a  greatly  reduced  price  and  may  be  a 
good  bargain.  But  the  benefits  may  not  be  ade- 
quate to  serve  as  your  supplement  to 
Medicare.  Check  carefully  before  you  decide 
whether  to  stay  with  your  retiree  coverage  or 
buy  a  Medigap  policy. 


Medicaid  Recipients 

Low-income  Medicare  beneficiaries  who 
are  ehgible  for  Medicaid  usually  do  not  need 
additional  insurance.  Medicaid  pays  for  certain 
health  care  benefits  beyond  those  covered  by 
Medicare,  such  as  long-term  nursing  home  care. 
If  you  have  Medigap  insurance  purchased  on  or 
after  November  5,  1991,  and  you  become  eligi- 
ble for  Medicaid,  you  can  ask  that  the  Medigap 
benefits  and  premiums  be  suspended  for  up  to 
two  years  while  you  are  covered  by  Medicaid. 
Suspending  Medigap  for  this  period  may  be  to 
your  advantage. 

You  can  discuss  your  options  with  a  Medic- 
aid representative.  If  you  become  ineligible  for 
Medicaid  benefits  during  the  two  years,  and 
you  give  proper  notice  and  begin  paying  premi- 
ums again,  your  Medigap  policy  is  automati- 
cally reinstituted. 

Managed  Care  Plans  Instead  of  Medigap 

Managed  care  plans  that  contract  with 
Medicare  are  not  Medigap  plans,  but  they  can 
be  an  alternative  to  standard  Medigap  insur- 
ance. (See  page  29  for  more  information  about 
managed  care  plans.) 

Rules  for  Selling  Duplicate  Insurance 

In  most  cases,  it  is  illegal  for  someone  to 
sell  you  a  Medigap  policy  that  duplicates  a 
Medigap  policy  you  already  own.  Before  you 
buy  any  health  insurance  policy,  check  to  see 
whether  it  duplicates  your  other  benefits  and 
whether  the  dupUcation  would  be  advantageous 
to  you.  You  can  ask  your  state  insurance 
department  if  the  duplication  is  allowed. 

Other  Rules  for  Selling  Medigap  Insurance 

Both  state  and  federal  laws  govern  sales 
of  Medigap  insurance.  Certain  practices  in  the 
sale  of  Medigap  policies  are  prohibited.  Federal 
criminal  or  civil  penalties  may  be  imposed 
against  any  insurance  company  or  agent  that 
knowingly: 

tells  you  that  they  are  employees  or  agents 
of  the  Medicare  program  or  of 
any  government  agency; 
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**      makes  a  false  statement  that  a  policy 
meets  legal  standards  for  certification 
when  it  does  not; 

f      sells  you  a  Medigap  policy  that  is  not  one 
of  the  approved  standard  pohcies; 

T     uses  the  U.S.  mail  for  advertising  or  deliv- 
ering health  insurance  policies  to  supple- 
ment Medicare  if  the  policies  have  not 
been  approved  for  sale  in  that  state;  or 

denies  you  open  enrollment  when  you  are 
entitled  to  it. 

NOTE:  Your  doctor  may  ask  you  to  sign 
a  "retainer  agreement"  under  which  he  or 
she  will  provide  certain  non-Medicare-covered 
services  and  waive  the  Medicare  coinsurance 
and  deductible  amounts.  This  arrangement  may 
be  illegal. 

If  a  doctor  refuses  to  see  you  as  a 
Medicare  patient  unless  you  pay  him  or  her  an 
annual  fee  and  sign  one  of  these  retainer 
agreements,  you  should  report  this  practice  to 
authorities  as  described  below. 


If  You  Suspect  Illegal 
Sales  Practices 

States  are  responsible  for  the  regula- 
tion of  insurance  pohcies  issued  within 
their  boundaries.  If  you  suspect  that  you 
have  been  the  victim  of  illegal  sales  prac- 
tices, you  should  report  these  practices  to 
your  state  insurance  department.  Your 
state  insurance  department  may  be  listed 
in  your  telephone  book.  If  not,  you  can 
get  a  copy  of  the  booklet.  Guide  to  Health 
Insurance  for  People  with  Medicare. 

Because  federal  laws  also  govern 
Medigap  sales  practices,  you  should  also 
report  any  illegal  practices  to  the  appropri- 
ate federal  officials.  CaU  1-800-638-6833. 


When  Other  Insurance  Pays 
Before  Medicare 

Medicare  is  not  always  the  primary  payer 
of  your  health  care  bills.  Sometimes  other  insur- 
ers are  required  to  pay  before  Medicare.  Hospi- 
tals, doctors,  and  other  providers  of  health  care 
services  need  to  know  if  you  are  covered  by 
other  insurance  that  is  primary  to  Medicare 
before  they  submit  any  Medicare  claims.  If  you 
have  other  insurance  that  should  pay  before 
Medicare,  you  should  notify  your  doctor  and 
other  providers  at  the  time  services  are  pro- 
vided. Some  situations  in  which  Medicare  pays 
second  are  described  below.  For  more  informa- 
tion you  can  ask  Social  Security  for  a  copy  of 
Medicare  and  Other  Health  Benefits. 

When  You  or  Your  Spouse  Continue  to  Work 

Medicare  has  special  rules  that  apply  to 
beneficiaries  who  have  group  health  plan  cov- 
erage through  their  current  employment  or  the 
current  employment  of  a  spouse. 

Group  health  plans  of  employers  with 
20  or  more  employees  are  primary  payers  and 
Medicare  is  secondary  payer  for  workers  age 
65  or  older,  and  workers'  spouses  age  65  or 
older.  Group  health  plans  must  offer  these 
people  the  same  health  insurance  benefits 
under  the  same  conditions  offered  to  younger 
workers  and  spouses.  You  and  your  spouse 
have  the  option  to  reject  the  plan  offered  by 
the  employer.  If  you  reject  the  health  plan. 
Medicare  will  remain  the  primary  health  insur- 
ance payer.  In  that  case,  the  employer's  plan  is 
not  permitted  to  offer  you  coverage  that  sup- 
plements Medicare  covered  services.  If  your 
employer  plan  denies  you  coverage,  offers  you 
different  coverage,  or  pays  benefits  that  are 
secondary  to  Medicare,  notify  the  carrier  that 
handles  your  Medicare  claims. 
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When  You  or  Your  Spouse  Stop  Working 
and  You  Are  Already  Enrolled  in  Part  B, 
You  Should 

Notify  your  Medicare  carrier,  either  by 
telephone  or  in  writing,  that  your  or  your 
spouse's  employment  situation  has 
changed. 

Give  the  carrier  the  name  and  address  of 
the  employer  plan,  your  policy  number 
with  the  plan,  the  date  coverage  stopped 
and  why. 

When  you  get  treatment  under  Medicare 
and  you  are  no  longer  enrolled  in  an 
employer  health  plan,  tell  the  doctor,  hos- 
pital, or  supplier  that  you  are  no  longer 
covered  by  your  employer  health  plan. 
Tell  them  the  date  coverage  stopped  and 
why.  If  you  or  your  spouse  retired,  tell 
them  the  date  of  retirement.  Medicare  will 
now  be  your  primary  payer  and  they 
should  bill  Medicare  first. 

Your  notifying  the  Medicare  carrier 
and  your  doctors  and  other  supphers  will 
help  Medicare  pay  your  claims  correctly 
and  quickly. 

If  You  Are  Disabled  and  Under  Age  65 

Medicare  is  the  secondary  payer  for  cer- 
tain disabled  people  who  have  premium-free 
Medicare  Part  A  and  are  covered  under  a 
health  plan  through  their  current  employment 
or  a  health  plan  based  on  current  employment 
of  a  family  member.  This  secondary  payer  pro- 
vision applies  to  group  health  plans  of  employ- 
ers that  employ  100  or  more  people.  The  sec- 
ondary payer  provision  also  applies  to  group 
health  plans  of  employers  with  fewer  than  100 
employees  if  their  employers  are  part  of  a 
multi-employer  plan  in  which  at  least  one 
employer  has  100  or  more  employees. 

If  Medicare  has  been  the  secondary  payer 
because  you  or  your  spouse  has  been  working, 
contact  your  Social  Security  office  when  your 
or  spouse's  employment  ends  and  ask  about 
enrolling  in  Medicare  Part  B.  Medicare  may 
now  become  your  primary  payer. 


Other  Situations  Where  Medicare  Is  the 
Secondary  Payer 

If  you  have  a  work-related  illness  or  injury, 
services  provided  as  treatment  of  that  illness  or 
injury  should  be  covered  by  workers'  compen- 
sation or  federal  black  lung  benefits.  It  is 
important  that  your  Medicare  claim  form  note 
that  the  treatment  is  related  to  a  work-related 
illness  or  injury,  even  if  the  injury  or  illness 
occurred  in  the  past. 

Medicare  is  also  the  secondary  payer  when 
you  are  covered  under  automobile  or  no-fault 
insurance. 

Medicare  is  a  secondary  payer  (during  a 
period  up  to  30  months)  for  beneficiaries  who 
have  Medicare  on  the  basis  of  permanent  kid- 
ney failure,  if  they  have  group  health  plan  cov- 
erage themselves  or  through  a  family  member. 

Medicare  benefits  are  secondary  to  bene- 
fits payable  by  liability  insurers.  But  Medicare 
may  make  a  conditional  payment  if  it  receives  a 
claim  for  services  potentially  covered  by  Habil- 
ity  insurance  and  if  the  liability  claim  is  not  set- 
tled within  120  days.  In  those  cases,  Medicare 
may  pay  the  claim;  then,  when  a  liability  settle- 
ment is  reached.  Medicare  recovers  its  condi- 
tional payment  from  the  settlement  amount. 

If  You  Have  or  Can  Get  Both  Medicare  and 
Veterans  Benefits 

If  you  have  or  can  get  both  Medicare  and 
veterans  benefits,  you  may  choose  to  get  treat- 
ment under  either  program.  But,  Medicare: 

cannot  help  pay  for  services  you  receive 
from  Department  of  Veterans  Affairs 
(VA)  hospitals  or  other  VA  facilities, 
except  for  certain  emergency  hospital  ser- 
vices; and 

▼     generally  cannot  pay  if  the  VA  pays  for 
VA-authorized  services  that  you  get  in  a 
non-VA  hospital  or  from  a  non-VA 
physician. 

The  VA  charges  coinsurance  payments  to 
some  veterans  who  have  non-service  connected 
conditions  for  treatment  in  a  VA  hospital  or 
medical  facility,  or  for  VA-authorized  treatment 
by  non-VA  sources.  The  VA  charges  coinsur- 
ance payments  when  the  veteran's  income 
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exceeds  a  particular  level.  If  the  VA  charges 
you  a  coinsurance  payment  for  VA-authorized 
care  by  a  non-VA  physician  or  hospital, 

Medicare  may  be  able  to  reimburse  you,  in 
whole  or  in  part,  for  your  VA  coinsurance  pay- 
ment obligation.  (If  you  have  Medigap  insur- 
ance, your  Medigap  policy  may  pay  the  VA 
coinsurance  and  deductible  obligations,  even  if 
Medicare  cannot.) 

If  you  have  questions  about  whether  the 
VA  or  Medicare  should  pay  for  your  doctor 
or  other  services  covered  under  Medicare 
Part  B,  contact  your  Medicare  carrier.  If  you 
have  questions  about  whether  the  VA  or 
Medicare  should  pay  for  hospital  or  other 
services  covered  under  Medicare  Part  A,  ask 
the  provider  of  services  to  check  with  the 
Medicare  intermediary. 

Medicare  Needs  Accurate  Information 

Under  law  the  Health  Care  Financing 
Administration,  the  Internal  Revenue  Service, 
and  the  Social  Security  Administration  share 
information  about  whether  Medicare  beneficia- 
ries or  their  spouses  are  working  and  whether 
they  have  employment-related  health  insurance. 


The  process  for  sharing  information 
from  other  agencies  is  called  a  Data  Match. 
The  Data  Match  helps  Medicare  find  cases 
where  another  insurer  should  pay  first  on 
Medicare  beneficiaries'  health  care  claims. 
(For  information  about  your  rights  under  the 
Data  Match,  see  "Your  Rights  Under  the 
Privacy  Act,"  page  45.) 

HCFA  also  gets  information  about  which 
insurer  should  pay  first  through  the  Initial 
Enrollment  Questionnaire.  After  they  enroll, 
but  before  coverage  is  effective,  new  Medicare 
beneficiaries  get  a  questionnaire.  The  question- 
naire asks  about  employment  and  other  situa- 
tions when  another  insurer  should  pay  first  on 
their  health  insurance  claims.  If  you  get  an  Ini- 
tial Enrollment  Questionnaire,  please  fill  it  out 
and  return  it  in  the  envelope  provided.  The 
information  will  help  Medicare  avoid  delays  in 
paying  your  claims. 

If  You  Have  Questions 

If  you  believe  HCFA's  information  about 
your  other  health  insurance  is  incorrect,  or  you 
have  other  concerns,  call  your  carrier. 
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How  to  Appeal  Medicare  Decisions 


If  you  disagree  with  a  decision  on  the 
amount  Medicare  will  pay  on  a  claim  or 
whether  services  you  received  are  covered 
by  Medicare,  you  have  the  right  to  appeal  the 
decision.  The  steps  you  should  take  to  appeal 
are  discussed  below.  (Note  that  some  appeal 
decisions  are  called  determinations.) 

You  will  find  more  detailed  information 
about  the  appeals  process  in  the  notice 
Medicare  sends  you  telling  you  the  decision 
made  on  your  claim. 

Appealing  Decisions  Made  by 
Hospitals  and  Other  Providers 
of  Part  A  Services 

In  many  cases  the  first  written  notice  you 
get  will  be  a  notice  from  a  hospital  or  other 
provider.  The  notice  will  explain  why  the 
provider  believes  Medicare  will  not  pay  your 
claim.  This  Notice  of  Noncoverage  is  not  an 
official  Medicare  determination,  so  you  cannot 
appeal  to  Medicare.  If  you  disagree  with  the 
provider,  however,  you  can  ask  the  provider  to 
get  an  official  Medicare  determination.  That 
official  Medicare  determination  can  be 
appealed.  Here  are  the  steps: 

▼  Ask  your  provider  to  get  an  official 
Medicare  determination. 

▼  To  get  an  official  Medicare  determination, 
the  provider  must  file  a  claim  on  your 
behalf  to  Medicare. 

▼  Then  you  will  get  a  Notice  of  Utilization 
from  Medicare. 

▼  This  notice  is  an  official  Medicare  deter- 
mination. 

If  you  still  disagree,  you  can  appeal  by 
following  the  instructions  on  the  Notice  of 
UtiUzation. 


Appealing  Decisions  Made  by 
Skilled  Nursing  Facilities 

If  a  skilled  nursing  facility  (SNF)  decides 
that  your  care  cannot  be  covered  by  Medicare, 
this  decision  does  not  represent  an  official 
determination  of  coverage  by  the  Medicare 
program.  If  you  disagree,  you  can  insist  that  the 
SNF  file  a  claim  with  its  Medicare  intermediary. 
This  procedure  is  known  as  "demand  billing." 

When  the  SNF  submits  the  demand  bill, 
the  Medicare  intermediary  will  make  an  official 
coverage  determination.  By  requiring  the  SNF 
to  submit  a  demand  bill,  you  protect  your  right 
to  appeal  the  determination  made  by  the 
Medicare  intermediary.  You  have  no  appeal 
rights  if  you  accept  the  SNF's  determination  of 
Medicare  coverage  without  demanding  the  SNF 
submit  a  bill  to  the  Medicare  intermediary. 

To  appeal  a  determination  of  coverage  for 
SNF  services  made  by  your  Medicare  interme- 
diary, see  page  39. 

Appealing  Pre-admission 
Decisions  Made  by  a  Hospital 

If  a  hospital  believes  that  your  proposed 
stay  will  not  be  covered  by  Medicare,  it  may 
decide,  without  consulting  the  PRO,  not  to  ad- 
mit you  to  the  hospital.  If  this  happens,  the  hos- 
pital must  give  you  its  determination  in  writing. 

If  you  or  your  doctor  disagree  with  the 
hospital's  determination,  you  can  appeal.  Here 
are  the  steps: 

T     The  hospital's  determination  is  not  an  offi- 
cial Medicare  determination  so  you  must 
ask  the  PRO  to  review  it.  (You  have  30 
days  from  the  date  you  received  the  hospi- 
tal's determination  to  ask.  If  you  want  an 
immediate  review  of  the  hospital's  determi- 
nation, you  must  ask,  by  telephone  or  in 
writing,  within  three  calendar  days  of  the 
date  you  received  it.) 

T     The  PRO  will  review  the  hospital's  deter- 
mination and  send  you  its  determination. 
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^  If  the  PRO  agrees  with  you  and  decides 
that  Medicare  will  pay  for  your  stay,  the 
hospital  will  be  expected  to  admit  you. 

Appealing  Decisions  of 
Intermediaries  and  Peer  Review 
Organizations  on  Part  A  Claims 

Appeal  of  decisions  on  most  inpatient  hos- 
pital services  covered  under  Medicare  Part  A 
are  considered  by  your  State's  Peer  Review 
Organization.  Appeal  of  decisions  made  by 
skilled  nursing  facihties.  home  health  care 
agencies,  hospice  services,  and  a  few  inpatient 
hospital  matters  not  handled  by  PROs  are  con- 
sidered by  Medicare  intermediaries. 

After  the  initial  decision  is  made  on  your 
claim,  there  are  four  levels  of  appeal:  Recon- 
sideration, Administrative  Law  Hearing,  Social 
Security  Departmental  Appeals  Board  Review, 
and  U.S.  District  Court: 

▼      Reconsideration:  If  you  disagree  with  the 
initial  determination  made  by  your 
Medicare  intermediary,  submit  a  written 
request  to  your  local  Social  Security  office 
within  60  days  of  the  initial  determination. 
If  the  denial  came  from  the  Peer  Review 
Organization  (PRO),  write  to  the  PRO 
with  your  reconsideration  request  within 
60  days  of  the  initial  determination.  You 
may  want  to  include  documents  that  sup- 
port your  case,  since  Intermediaries  and 
PROs  base  their  decisions  on  the  docu- 
mentation before  them. 

Administrative  Law  Judge  Hearing:  If  the 

reconsideration  of  your  claim  is  not  in 
your  favor,  you  have  the  right  to  request  a 
hearing  before  an  Administrative  Law 
Judge.  To  qualify  for  a  hearing  the  dis- 
puted claim  must  be  more  than  $100  for 
intermediary  appeals  and  $200  for  PRO 
appeals.  Notify  your  local  Social  Security 
office  in  writing  within  sixty  days  of 
receiving  notice  of  the  results  of  the 
reconsideration  decision. 

Social  Security  Departmental  Appeals 
Board  Review:  If  your  appeal  s  denied 
during  a  hearing  before  an  Administrative 
Law  Judge,  you  may  request  a  review 


from  a  Social  Security  Departmental 
Review  Board.  Submit  your  request  within 
60  days  of  receiving  notice  of  the  Adminis- 
trative Law  Judge's  ruling.  The  Depart- 
mental Review  Board  may  elect  not  to 
review  the  judge's  decision. 

U.S.  District  Court:  If  the  Departmental 
Review  Board  dechnes  to  review  your 
claim  or  denies  your  appeal,  and  the 
amount  of  the  claim  is  greater  than  $1,000 
for  intermediary  decisions,  or  $2,000  for 
PRO  decisions,  you  may  request  a  federal 
court  hearing.  You  should  consult  an  attor- 
ney, and  your  attorney  must  file  a  court 
complaint  within  60  days  of  the  Depart- 
mental Review  Board  decision. 

Appealing  Decisions  Made  by 
Carriers  on  Part  B  Claims 

After  the  initial  determination  on  your 
Part  B  Claim  has  been  made  (the  determina- 
tion will  be  listed  in  your  Explanation  of 
Medicare  Benefits),  there  are  five  levels  of 
appeal  available:  review,  carrier  hearing, 
administrative  law  judge  hearing,  Social  Secu- 
rity departmental  review  board,  and  U.S.  Dis- 
trict Court. 

Under  Part  B,  the  service  provider  is 
required  to  submit  the  claim  for  you.  The 
Part  B  carrier  will  make  a  determination  of 
whether  to  pay  the  claim,  and  may  determine 
that  some  or  all  of  the  amount  claimed  cannot 
be  paid  according  to  Medicare  rules.  If  you 
disagree,  you  have  the  right  to  appeal  this 
determination. 

▼  Review:  If  you  disagree  with  the  carrier's 
initial  determination,  request  that  your  car- 
rier review  your  case  within  six  months  of 
receiving  the  Explanation  of  Medicare 
Benefits  that  contained  the  carrier  determi- 
nation that  you  are  appealing. 

▼  Carrier  Hearing:  If  you  want  to  appeal  the 
decision  of  the  carrier  review,  you  may 
request  a  carrier  hearing.  You  must  request 
a  hearing  within  60  days  of  receiving  notice 
of  the  results  of  the  review.  The  carrier 
hearing  officer(s)  will  review  evidence,  and 
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may  conduct  telephone  or  personal  inter- 
views before  making  a  decision. 

▼  Administrative  Law  Judge  Hearing:  If 

you  disagree  with  the  decision  made  during 
a  carrier  hearing,  and  the  amount  in  your 
disputed  claim  is  at  least  $500,  you  may 
request  a  hearing  before  an  Administrative 
Law  Judge.  To  file  for  a  hearing,  you  must 
send  written  notice  to  HCFA  or  your  local 
Social  Security  office  within  60  days  of  re- 
ceiving the  carrier  hearing  officer's  decision. 

▼  Social  Security  Departmental  Appeals 

Board  Review:  If  you  disagree  with  the 
Administrative  Law  Judge's  decision,  you 
may  request  a  review  before  the  Social 
Security  Departmental  Review  Board 
within  60  days  of  receiving  notice  of  the 
Administrative  Law  Judge's  decision.  The 
Departmental  Review  Board  may  elect  not 
to  review  your  case. 

▼  U.S.  District  Court:  If  you  disagree  with  the 
decision  made  by  the  Departmental  Review 
Board  and  there  is  at  least  $1000  in  dispute, 
you  can  request  a  federal  court  hearing. 

Appealing  Decisions  Made  by 
Health  Maintenance 
Organizations  (HMOs) 

If  you  have  Medicare  coverage  through  an 
HMO,  your  HMO  will  usually  make  decisions 
about  the  coverage  and  payment  for  services. 
The  HMO  usually  decides  questions  of  the 
medical  necessity,  the  appropriateness  of  setting 
and  the  quality  of  your  care. 

When  your  HMO  makes  a  decision  to 
deny  payment  for  Medicare-covered  services  or 
refuses  to  provide  Medicare-covered  supplies 
you  request,  you  will  be  given  a  Notice  of  Ini- 
tial Determination.  Along  with  the  notice,  your 
HMO  is  required  to  provide  a  full,  written 
explanation  of  your  appeal  rights. 

If  you  believe  that  the  decision  your  HMO 
made  was  not  correct,  you  have  the  right  to  ask 
for  a  reconsideration.  Here  are  the  steps: 

▼  Ask,  in  writing,  for  a  reconsideration. 
(You  have  60  days  from  the  date  of  the 
Notice  to  ask.) 


▼  Mail  your  request  or  deliver  it  to  your 
HMO  or  to  a  Social  Security  office  (or  the 
Railroad  Retirement  Board  if  you  get 
Medicare  through  Railroad  Retirement). 

▼  Within  60  days,  your  HMO  must  reconsider 
its  initial  determination  to  deny  payment  or 
services. 

f     If  your  HMO  does  not  rule  fully  in  your 
favor,  the  HMO  must  send  your  reconsider- 
ation request  and  its  reconsideration  deter- 
mination to  the  Health  Care  Financing 
Administration  (HCFA)  for  review  and  a 
determination. 

▼  You  will  get  a  reconsideration  determination 
from  HCFA.  If  you  disagree  with  this  deter- 
mination, and  the  amount  in  question  is  $100 
or  more,  you  can  ask  for  a  hearing  before  an 
Administrative  Law  Judge.  (You  have  60 
days  from  the  date  of  HCFA's  recon- 
sideration determination  to  request  a  hear- 
ing before  an  Administrative  Law  Judge.) 

You  may  be  ehgible  for  an  expedited  or  fast 
decision  (within  72  hours)  if  your  health  or 
ability  to  function  could  be  seriously 
harmed  by  waiting  for  a  standard  decision. 
Look  at  your  membership  materials  or  con- 
tact your  plan  for  details  about  your 
Medicare  appeal  rights. 

For  More  Information 

If  you  need  more  information  about  your 
right  to  appeal  and  how  to  request  it,  call  the 
Medicare  intermediary  or  carrier  in  your  state, 
or  call  Social  Security.  The  phone  number  of 
the  Medicare  intermediary  or  carrier  is  Hsted 
on  the  notice  explaining  Medicare's  decision 
on  the  claim. 

Before  filing  an  appeal,  it  is  usually  a  good 
idea  to  speak  with  a  representative  of  your 
State's  Insurance  Counseling  and  Assistance  Pro- 
gram (ICA).  Your  local  ICA  provides  free  insur- 
ance counseling  to  Medicare  beneficiaries.  The 
phone  number  for  your  ICA  is  on  page  58.  Or 
contact  your  area  Office  on  Aging  or  State 
Insurance  Department  (listed  in  the  Blue  Pages 
of  your  phone  book)  for  more  information  about 
insurance  counseling  services  in  your  state. 
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Getting  the  Part  of  Medicare  You  Do  Not  Have 


Getting  Medicare  Part  B 

If  you  have  Medicare  premium-free  Hos- 
pital Insurance  but  do  not  have  Medicare  Part 
B,  you  can  sign  up  for  Part  B  during  a  general 
enrollment  period.  A  general  enrollment 
period  is  held  January  1  through  March  31 
each  year.  Your  protection  will  begin  July  1  of 
the  year  you  enroll.  There  may  be  a  premium 
surcharge  for  late  enrollment:  your  monthly 
premium  may  be  increased  by  10  percent  for 
each  12-month  period  you  could  have  had  Part 
B  but  were  not  enrolled.  (If  you  are  covered 
under  a  group  health  plan  based  on  current 
employment  as  described  on  this  page,  the  pre- 
mium surcharge  may  be  decreased  or  waived.) 

Getting  Medicare  Part  A 

Some  people  65  or  older  have  Part  B,  but 
do  not  have  enough  Social  Security  work  cred- 
its for  premium-free  Part  A.  If  you  are  in  this 
category,  you  can  get  Part  A  by  paying  a 
monthly  premium.  This  is  called  "premium  hos- 
pital insurance." 

If  either  you  or  your  spouse  has  less  than 
30  quarters  of  Social  Security  work  credits  (but 
not  enough  to  qualify  for  premium-free  Part 
A),  your  Part  A  premium  will  be  $311.00  a 
month.  If  either  you  or  your  spouse  has  30  or 
more  quarters  of  Social  Security  work  credits 
(but  not  enough  to  qualify  for  premium-free 
Part  A),  your  Part  A  premium  will  be  $187  per 
month.  These  are  the  premium  amounts 
through  December  31, 1997.  Premium  amounts 
will  change  January  1, 1998. 

You  can  sign  up  for  premium  Part  A  dur- 
ing a  general  enrollment  period:  January  1 
through  March  31  each  year.  If  you  enroll  dur- 
ing a  general  enrollment  period  that  begins 
more  than  one  year  after  you  became  eligible 
to  buy  Part  A,  your  monthly  premium  may  be 
10  percent  higher  than  the  basic  premium 
amount.  Your  protection  will  begin  July  1  of 
the  year  you  enroll.  (Also  see  this  page  for 
information  on  the  special  enrollment  period.) 

If  you  have  been  covered  under  an  HMO, 
you  can  sign  up  for  premium  Part  A  at  any 


time  while  you  are  in  the  HMO  and  up  to  eight 
months  after  the  HMO  coverage  has  ended. 
The  premium  surcharge,  if  any,  may  be  waived 
because  of  the  coverage  under  the  HMO. 

For  more  information  about  premium 
amounts,  premium  surcharges,  and  how  to  get 
the  part  of  Medicare  you  do  not  have,  contact 
Social  Security. 

Special  Enrollment  Period 

If  you  are  covered  by  a  group  health  plan 
when  you  are  first  able  to  get  Medicare,  you 
may  be  able  to  delay  enrollment  in  Part  B  or 
premium  Part  A  without  premium  surcharge 
and  without  waiting  for  a  general  enrollment 
period  to  enroll.  The  group  health  plan  must  be 
based  on  current  employment.  It  cannot  be  a 
plan  for  retired  people. 

You  can  sign  up  for  Part  B  or  premium 
Part  A  at  any  time  while  you  are  covered  under 
a  group  health  plan  if: 

7      You  are  65  or  over  and  your  group  health 
coverage  is  based  on  your  own  or  your 
spouse's  current  employment. 

OR 

▼     You  are  disabled  and  your  group  health 
coverage  is  based  on  your  own  or  a  family 
member's  current  employment. 

If  you  have  chosen  to  delay  enrolling  in 
Part  B  or  premium  Part  A  because  you  don't 
need  Medicare  coverage  while  you  are  covered 
under  a  group  health  plan,  you  may  enroll  dur- 
ing an  eight-month  period. 

If  you  are  65  or  over  your  eight-month 
period  begins  when  your  or  your  spouse's 
current  employment  ends;  or  your  cover- 
age under  the  group  health  plan  ends, 
whichever  comes  first. 

f      If  you  are  disabled  your  eight-month 
period  begins  when  the  current  employ- 
ment ends;  the  plan  is  no  longer  classifi- 
able as  a  large  group  health  plan  (one  that 
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covers  100  or  more  employees);  or  when  NOTE:  Special  enrollment  period  rules  do 

the  plan  coverage  is  terminated,  not  apply  to  you  if  you  stop  working  or  lose 

whichever  comes  first.  Contact  Social  group  health  plan  coverage  during  your  initial 

Security  as  soon  as  employment  ends,  or  enrollment  period.  (See  page  2  for  more  infor- 

the  plan  coverage  ends  or  changes,  to  be  mation  about  the  initial  enrollment  period.) 
sure  that  you  get  the  information  you 
need  about  enrolhng  in  Part  B. 
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Events  That  Can  End  Your  Medicare  Protection 


When  Protection  Ends  for 
People  65  and  Older 

If  you  have  Medicare  Hospital  Insurance 
(Part  A)  based  on  your  spouse's  work  record, 
your  protection  will  end  if  you  and  your  spouse 
are  divorced  during  the  first  10  years  of  your 
marriage.  But  if  you  have  Part  A  based  on 
your  own  work  record,  your  protection  will 
continue  as  long  as  you  live. 

Your  Medicare  Part  B  protection  will  stop 
if  your  premiums  are  not  paid  or  if  you  volun- 
tarily cancel.  If  you  are  thinking  about  cancel- 
ing Part  B,  remember  that  you  may  not  be  able 
to  get  private  insurance  that  offers  the  same 
protection.  If  you  cancel  Part  B  and  then  later 
decide  to  re-enroll,  you  will  have  to  wait  for  a 
general  enrollment  period  (January  1  through 
March  31  of  each  year).  Also,  your  premium 
may  be  higher  and  your  protection  will  not 
begin  again  until  July  1  of  the  year  you  re- 
enroll.  (If  you  are  covered  under  a  group  health 
plan  based  on  current  employment,  you  may  be 
eligible  for  a  special  enrollment  period  and  the 
premium  surcharge  may  be  decreased  or 
waived  as  noted  on  page  41.) 

If  you  are  buying  Medicare  Part  A  by  pay- 
ing monthly  premiums  (see  page  41),  you  will 
lose  it  if  you  cancel  your  Medicare  Part  B. 
People  who  buy  Medicare  Part  A  must  also 
enroll  and  pay  the  premium  for  Part  B.  But, 
you  can  cancel  Part  A  and  still  continue  to 
buy  Part  B. 

If  you  want  more  information  about  can- 
celing your  Medicare  protection,  contact 
Social  Security. 

When  Protection  Ends  for 
People  with  Disabilities 

If  you  have  Medicare  because  you  are  dis- 
abled, your  protection  will  end  if  you  recover 
from  your  disability  before  you  are  65.  If  you 
work  but  are  still  disabled,  your  premium-free 
Part  A  protection  will  continue  for  at  least  48 
months  after  you  begin  working.  Your  Part  B 
will  also  continue  for  at  least  48  months  if  you 
continue  to  pay  the  monthly  premiums. 


If  you  remain  disabled  longer  than  48 
months  after  you  return  to  work  and  lose  your 
premium-free  Part  A  (and  your  Part  B)  solely 
because  you  are  working,  you  may  buy  Part  A 
only  or  both  Part  A  and  Part  B.  (You  cannot 
buy  Part  B  only.)  You  can  continue  to  buy 
Medicare  as  long  as  you  remain  disabled. 

If  your  income  is  low,  you  may  qualify  as 
a  Qualified  Disabled  Working  Individual 
(QDWI).  If  you  do,  your  state  will  pay  the  Part 
A  premiums  for  you.  Call  your  state  or  local 
Medicaid,  welfare,  social  services  or  public 
health  agency  for  more  information. 

You  may  enroll  during  your  initial  enroll- 
ment period  which  begins  with  the  month  you 
are  notified  you  are  no  longer  eligible  for  pre- 
mium-free Part  A  and  continues  for  seven  full 
months  after  that  month.  If  you  do  not  enroll 
during  this  initial  enrollment  period,  you  may 
enroll  in  a  subsequent  general  enrollment 
period  (January  through  March  of  each  year) 
or  during  a  special  enrollment  period  (see 
page  41). 

If  you  ever  want  to  cancel  the  Medicare 
protection  for  which  you  pay  premiums,  con- 
tact Social  Security. 

When  Protection  Ends  for 
Those  with  Permanent 
Kidney  Failure 

If  you  have  Medicare  because  of  perma- 
nent kidney  failure,  your  protection  will  end  12 
months  after  the  month  maintenance  dialysis 
treatment  stops  or  36  months  after  the  month 
you  have  a  kidney  transplant. 

Your  Medicare  Part  B  protection  could 
stop  before  that  if  you  fail  to  pay  the  premi- 
ums, or  if  you  decide  to  cancel.  Call  Social 
Security  if  you  ever  want  to  cancel  your  Part  B 
protection. 

If  you  need  more  information  about 
Medicare  coverage  of  permanent  kidney  fail- 
ure, you  can  get  a  copy  of  Medicare  Coverage 
of  Kidney  Dialysis  and  Kidney  Transplant  Ser- 
vices from  Social  Security. 
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Other  Things  You  Should  Know  about  Medicare 


Assistance  for  Low-income 
Beneficiaries 

If  you  are  getting  Medicaid  benefits  from 
your  state  when  you  become  eligible  for 
Medicare,  your  state  will  pay  your  Part  B  premi- 
ums. In  addition,  Federal  law  requires  that  state 
Medicaid  programs  pay  Medicare  costs  for  cer- 
tain elderly  and  disabled  people  with  low 
incomes  and  very  limited  resources,  as  described 
below.  The  following  is  a  general  description 
only;  rules  may  vary  from  state  to  state. 

Qualified  Medicare  Beneficiaries  (QMB) 

In  general,  you  must  meet  these  requirements: 

▼  You  must  be  entitled  to  Medicare  Hospital 
Insurance  (Part  A).  (If  you  do  not  have 
Medicare  Part  A  or  do  not  know  whether 
you  are  entitled  to  Part  A,  check  with 
Social  Security  by  caUing  1-800-772-1213. 
Even  if  you  are  not  entitled  to  Part  A, 
Medicaid  may  pay  your  premiums.) 

▼  Your  monthly  income  in  1997  cannot  be 
more  than  $678  for  one  person  or  $905  for 
a  family  of  two.  Income  amounts  are 
somewhat  higher  in  Alaska  and  Hawaii. 
Income  amounts  are  set  each  year. 
Amounts  for  1998  will  be  slightly  higher 
than  those  for  1997. 

▼  You  cannot  have  resources  such  as  bank 
accounts  or  stocks  and  bonds  worth  more 
than  $4,000  for  an  individual  or  $6,000  for 
a  couple.  Your  personal  home,  automobile, 
burial  plot,  furniture,  jewelry,  or  life  insur- 
ance usually  do  not  count  as  resources. 

If  you  quahfy  as  a  QMB,  Medicaid  will 
pay  your  Medicare  premiums,  deductibles  and 
coinsurance. 

Specified  Low-income  Medicare 
Beneficiaries  (SLMB) 

If  you  do  not  quahfy  for  QMB  assistance 
because  your  income  is  too  high,  you  may  be 
able  to  get  help  under  the  SLMB  program. 
Entitlement  to  Medicare  Part  A  and  resource 


limits  are  the  same  as  for  the  QMB  program. 
But  your  income  can  be  somewhat  higher.  Your 
income  in  1997  must  be  less  than  $809  a  month 
for  one  person  or  $1081  a  month  for  a  couple. 
Amounts  are  higher  in  Alaska  and  Hawaii. 
Amounts  for  1998  will  be  shghtly  higher  than 
those  for  1997. 

If  you  qualify  as  a  SLMB,  Medicaid  will 
pay  your  Medicare  Part  B  premium  only 
($43.80  per  month  in  1997). 

Where  to  Apply 

If  you  think  you  may  qualify  for  the  QMB 
or  SLMB  benefit,  you  should  file  an  application 
at  the  state  or  local  Medicaid,  welfare,  social 
service  or  public  health  agency.  All  of  these 
agencies  are  state — not  federal — agencies. 
Phone  numbers  for  these  state  agencies  are 
listed  in  your  local  phone  directory  or  are  avail- 
able from  your  local  telephone  information 
operators. 

If  you  need  the  telephone  number  for  Med- 
icaid, call  1-800-638-6833.  Give  the  operator  the 
name  of  your  state  and  explain  you  want  infor- 
mation about  QMB  and  SLMB.  You  can  also 
get  a  free  copy  of  the  leaflet  Medicare:  Savings 
for  Qualified  Beneficiaries. 

Your  Right  to  Decide  about 
Your  Medical  Care 

When  you  are  admitted  to  a  Medicare  hos- 
pital or  skilled  nursing  facihty,  get  Medicare 
home  health  care,  or  enroll  in  a  Medicare- 
approved  hospice  or  health  maintenance  orga- 
nization, you  will  be  given  written  information 
about  your  right  to  accept  or  refuse  medical  or 
surgical  treatment.  You  will  also  be  told  about 
your  right  to  make — if  you  choose — an 
"advance  directive. "An  advance  directive  con- 
tains written  instructions  about  your  choices  for 
health  care  or  naming  someone  to  make  those 
choices  for  you.  The  instructions  are  to  be  used 
if  you  are  too  sick  or  otherwise  unable  to  talk. 
(The  paper  giving  your  health  care  choices  may 
be  called  a  "hving  will"  or  a  "durable  power  of 
attorney  for  health  care.") 
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You  do  not  have  to  have  an  advance  direc- 
tive. But,  if  you  have  one  you  can  say  "yes"  in 
advance  to  treatment  you  want  if  you  get  too 
sick  to  talk  to  your  health  care  provider.  You 
can  also  say  "no"  in  advance  to  treatment  you 
don't  want. 

Laws  governing  advance  directives  vary 
from  state  to  state.  Your  treatment  choices  will 
depend  on  what  is  legal  in  your  state.  You  can 
get  a  leaflet  called  Medicare  and  Advance 
Directives  by  calling  (800)  638-6833. 

Fraud  and  Abuse 

Report  Suspected  Fraud 

If  you  have  reason  to  believe  that  a  doc- 
tor, hospital,  or  other  provider  of  health  care 
services  performs  unnecessary  or  inappropriate 
services,  or  bills  Medicare  for  services  you  did 
not  receive,  you  should  immediately  report  this 
information  to  the  Medicare  carrier  or  inter- 
mediary that  handles  your  claims.  It  is  gener- 
ally against  the  law  for  a  doctor  or  supplier  of 
medical  equipment  to  waive  the  Medicare 
deductible  and  coinsurance  amounts.  Coinsur- 
ance and  deductible  payments  may  be  waived 
only  after  careful  consideration  of  a  particular 
patient's  financial  hardship.  Therefore,  if  a 
doctor  or  suppHer  offers  to  waive  coinsurance 
or  deductible  payments,  without  having  consid- 
ered your  individual  circumstances  or  when 
you  have  not  asked  to  have  the  payments 
waived,  immediately  report  the  offer  to  the 
Medicare  carrier  or  intermediary. 

Reporting  to  the  Medicare  Carrier  or 
Intermediary 

Medicare  carriers  and  intermediaries  rou- 
tinely look  into  cases  of  possible  fraud  and  will 
appreciate  your  alerting  them  to  your  case. 
The  carrier  or  intermediary  will  need  to  know 
the  exact  nature  of  the  wrongdoing  you  sus- 
pect, the  date  it  occurred,  and  the  name  and 
address  of  the  party  involved.  Have  this  infor- 
mation ready  when  you  call. 

You  can  also  ask  the  carrier  to  send  you 
more  information  about  fraud.  (Telephone 
numbers  of  the  Medicare  carriers  and  interme- 
diaries are  hsted  on  the  notice  explaining 
Medicare's  decision  on  your  claim.  Medicare 
carriers  are  also  listed  on  pages  48  to  52.) 


Your  Rights  under  the 
Privacy  Act 

Under  the  Privacy  Act  all  federal  agencies 
must  safeguard  information  they  collect  about 
the  people  they  serve. 

When  the  Health  Care  Financing  Adminis- 
tration (the  agency  that  administers  the 
Medicare  program)  asks  you  to  fill  out  forms 
giving  information  about  yourself  to  Medicare, 
we  must: 

V     explain  why  we  are  collecting  the  infor- 
mation; 

▼  tell  you  whom  we  plan  to  give  it  to;  and 

▼  tell  you  whether  you  must,  by  law,  give  us 
the  information. 

When  you  give  Medicare  information,  the 
Privacy  Act  allows  you  to: 

▼  review  your  records  for  accuracy; 

▼  make  corrections,  if  you  believe  there  are 
errors;  and 

▼  know  exactly  what  we  will  do  with  your 
records. 

The  Privacy  Act  also  allows  the  govern- 
ment to  verify  the  information  you  give  us, 
using  computer  matches  with  other  federal 
agencies  or  state  governments.  If  we  do  com- 
puter matches,  we  must  tell  you  that  they  take 
place  and  give  you  a  chance  to  protest  our  find- 
ings. 

We  include  information  about  matches  on 
all  the  forms  you  fill  out. 

Medicare  Carriers  and  Intermediaries 
Must  Follow  Privacy  Act  Rules:  Except  under 
limited  circumstances.  Medicare  contractors 
may  not  discuss  personal  information  about 
you  with  your  family  members  or  others  who 
write  or  telephone  on  your  behalf  unless  you 
give  the  contractors  written  permission. 
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Medicare  Hospital  Insurance  (Part  A) 
Covered  Service  for  1997 


Services 

Benefit 

Medicare  Pays 

You  Pay 

Hospitalization 

Semiprivate  room  and  board,  general 
nursing  and  other  hospital  services  and 
supplies.  (Medicare  payments  based  on 
benefit  periods;  see  page  4) 

First  60  days 

All  but  $760 

$760 

61st  to  90th  day 

All  but  $190  a  day 

$190  a  day 

91st  to  150th  day* 

All  but  $380  a  day 

$380  a  day 

Beyond  150  days 

Nothing 

All  costs 

Skilled  Nursing  Facility  Care 

Semiprivate  room  and  board,  skilled 
nursing  and  rehabilitative  services,  and 
other  services  and  supplies.** 

First  20  days 

100%  of  approved 

Nothing 

Additional  80  days 

All  but  $95  a  day 

Up  to  $95  a  day 

Beyond  100  days 

Nothing 

All  costs 

Home  Health  Care 

Unlimited  as  long 

100%  of  approved 

Nothing  for 

Part-time  or  intermittent  skilled  care, 

as  you  meet 

amount  for 

services;  20% 

home  health  aide  services,  durable 

Medicare 

services;  80%  of 

of  approved 

medical  equipment  and  supplies,  and 

requirements  for 

approved  amount 

amount  for  durable 

other  services. 

home  health  care 

for  durable  medical 

medical  equipment. 

benefits. 

equipment. 

Hospice  Care 

For  as  long  as 

All  but  limited 

Limited  cost  sharing 

Pain  relief,  symptom  management,  and 

doctor  certifies 

costs  for  outpatient 

for  outpatient  drugs 

support  services  for  the  terminally  ill. 

need. 

drugs  and  inpatient 

and  inpatient  respite 

respite  care. 

care. 

Blood 

Unlimited  during 

All  but  first  3 

For  first  3  pints.*** 

When  furnished  by  a  hospital  or  skilled 

a  benefit  period  if 

pints  per  calendar 

nursing  facility  during  a  covered  stay. 

medically 
necessary. 

year. 

*60  reserve  days  may  be  used  only  once. 

**Neither  Medicare  nor  Medigap  insurance  will  pay  for  most  nursing  home  care. 

***To  the  extent  the  three  pints  of  blood  are  paid  for  or  replaced  under  one  part  of  Medicare  during  the  calen- 
dar year,  they  do  not  have  to  be  paid  for  or  replaced  under  the  other  part. 


1997  Part  A  monthly  premium:  $311  with  fewer  than  30  quarters  of  Medicare-covered  employment;  $187  with  30 
or  more  quarters,  but  fewer  than  40  quarters  of  covered  employment.  Most  beneficiaries  do  not  have  to  pay  a  pre- 
mium for  Part  A. 
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Medicare  Medical  Insurance  (Part  B) 
Covered  Services  for  1997 


Services 

Benefit 

Medicare  Pays 

You  Pay 

Medical  Expenses 

Unlimited  services 

80%  of  approved 

$100  deductable,* 

Physician's  services,  inpatient  and 

if  medically 

amount  (after  $100 

20%  of  approved 

outpatient  medical  and  surgical 

necessary,  except 

deductible);  50% 

amount  after 

services  and  supplies,  physical, 

for  the  services 

of  approved  amount 

deductible;  charges 

occupational  and  speech  therapy. 

of  independent 

for  most  outpatient 

above  approved 

diagnostic  tests,  and  durable  medical 

physical  and 

mental  health 

amount:**50%  for 

equipment. 

occupational 

services:  up  to  $720 

most  outpatient 

therapists. 

a  year  each  for 

mental  health 

independent  physical 

services;  20%  of 

and  occupational 

first  $900  for  each 

therapy. 

independent  physical 
and  occupational 
therapy  and  all 
charges  thereafter 
each  year. 

Clinical  Laboratory  Services 

Unlimited  if 

Generally  100% 

Nothing  for  services. 

Blood  tests,  urinalysis,  and  more. 

medically  necessary. 

of  approved  amount. 

Home  Health  Care*** 

Unlimited  as  long 

100%  of  approved 

Nothing  for 

Part-time  or  intermittent  skilled  care, 

as  you  meet 

amount  for  services; 

services;  20%  of 

home  health  aide  services,  durable 

Medicare 

80%  of  approved 

amount  approved 

medical  equipment  and  supplies  and 

requirements. 

amount  for  durable 

for  durable  medical 

other  services. 

medical  equipment. 

equipment. 

Outpatient  Hospital  Services 

Unlimited  if 

Medicare  payment 

20%  of  whatever 

Services  for  the  diagnosis  or  treatment 

medically  necessary. 

to  hospital  based 

the  hospital  charges 

of  an  illness  or  injury. 

on  hospital  costs. 

(after  $100 
deductible).* 

Blood 

Unlimited  if 

80%  of  approved 

First  3  pints  plus 

medically  necessary. 

amount  (after 

20%  of  approved 

$100  deductible 

amount  for  additional 

and  starting  with 

pints  (after  $100 

4th  pint). 

deductible).**** 

''You  pay  the  $100  Part  B  deductible  only  once  a  year. 
''*Federal  law  limits  charges  for  physician  services  (see  page  22). 
^**Part  B  pays  for  home  health  care  only  if  you  do  not  have  Part  A  of  Medicare. 

'=***To  the  extent  any  of  the  three  pints  of  blood  are  paid  for  or  replaced  under  one  part  of  Medicare  during  the 
calendar  year,  they  do  not  have  to  be  paid  for  or  replaced  under  the  other  part. 


1997  Part  B  monthly  premium:  $43.80  (premium  may  be  higher  if  you  enroll  late.) 
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Medicare  Carriers  (Part  B) 


Note: —  The  toll-free  or  800  numbers  listed 
below,  in  many  cases,  can  be  used  only  in  the 
states  where  the  carriers  are  located. 

Also  hsted  are  the  local  commercial  num- 
bers for  the  carriers.  Out-of-state  callers  may 
use  the  commercial  numbers. 

▼  These  carrier  toll-free  numbers  are  for 
beneficiaries  to  use  and  should  not  be 
used  by  doctors  and  suppliers. 

▼  Many  carriers  have  installed  an  automated 
telephone  answering  system.  If  you  have  a 
touch-tone  telephone,  you  can  follow  the 
system  instructions  to  find  out  about  your 
latest  claims  and  get  other  information.  If 
you  do  not  have  a  touch-tone  phone,  stay 
on  the  line  and  someone  will  help  you. 


ALABAMA 

Medicare/Blue  Cross-Blue  Shield  of  Alabama 

P.O.  Box  830139 

Birmingham,  Alabama  35283-0139 

1-800-292-8855 

205-988-2244 

ALASKA 

Medicare /Part  B 

PO.  Box  6703 

Fargo,  North  Dakota  58108-6703 

1-800-444-4606 

ARIZONA 

Medicare /Part  B 

PO.  Box  6704 

Fargo,  North  Dakota  58108-6704 

1-800-444-4606 

ARKANSAS 

Medicare/Arkansas  Blue  Cross  and  Blue  Shield 

PO.  Box  1418 

Little  Rock,  Arkansas  72203-1418 

1-800-482-5525 

501-378-2320 


Carriers  can  answer  questions  about  Medical 
Insurance  (Part  B) 


CALIFORNIA 

Counties  of:  Los  Angeles,  Orange,  San  Diego, 
Ventura,  Imperial,  San  Luis  Obispo, 

Santa  Barbara 
Medicare/Transamerica  Occidental 
Life  Insurance  Co. 
Box  30540 

Los  Angeles,  California  90030-0540 
1-800-675-2266 
213-748-2311 

Rest  of  state: 

Medicare  Claims  Dept. 

National  Heritage  Insurance  Co. 

Chico,  California  95976 

1-800-952-8627 

916-743-1583 

COLORADO 

Medicare/Blue  Shield  of  North  Dakota 

Governor's  Center  II 

600  Grant  St.,  Suite  600 

Denver,  Colorado  80203 

1-800-332-6681 

303-831-2661 

CONNECTICUT 

Metrahealth  Insurance  Co. 

538  Preston  Avenue 

PO.  Box  9000 

Meriden,  Connecticut  06454-9000 

1-800-982-6819 

203-237-8592 

DELAWARE 

Xact  Medicare  Services 

PO.  Box  890065 

Camp  Hill,  Pennsylvania  17089-0065 

1-800-851-3535 

DISTRICT  OF  COLUMBIA 

Xact  Medicare  Services 

PO.  Box  890065 

Camp  Hill,  Pennsylvania  17089-0065 

1-800-233-1124 

FLORIDA 

Medicare/Blue  Cross  and 

Blue  Shield  of  Florida,  Inc. 
PO.  Box  2360 
Jacksonville,  Florida  32231 
1-800-333-7586 
904-355-3680 
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GEORGIA 

Medicare/Cahaba  Government 

Benefits  Administration 
P.O.  Box  3018 

Savannah,  Georgia  31402-3018 
1-800-727-0827 
912-920-2412 

HAWAII 

Medicare/Part  B 

PO.  Box  6601 

Fargo,  North  Dakota  58108-6701 

1-800-444-4606 

IDAHO 

CIGNA  Medicare 

PO.  Box  22599 

Nashville,  Tennessee  37202 

1-800-627-2782 

208-342-7763 

CIGNA  Walk-in  Office 

3150  Lake  Harbor  Lane,  Room  219 

Boise,  Idaho  83703 

ILLINOIS 

Medicare  Claims/Health  Care  Service  Corporation 

PO.  Box  4422 

Marion,  Illinois  62959 

1-800-642-6930 

312-938-8000 

TDD  1-800-535-6152 

INDIANA 

Medicare  Part  B/AdminaStar  Federal 

PO.  Box  6130 

Indianapolis,  Indiana  46207 

1-800-622-4792 

317-842-4151 

IOWA 

Medicare/IASD  Health  Services  Corporation 

PO.  Box  9269 

Des  Moines,  Iowa  50306 

1-800-532-1285 

515-245-4785 

KANSAS 
Medicare/Blue  Cross  and 

Blue  Shield  of  Kansas,  Inc. 
1133  S.W.  Topeka  Boulevard 
Topeka,  Kansas  66629-0001 
1-800-432-3531 
913-232-3773 


KENTUCKY 

AdminaStar  of  Kentucky 

PO.  Box  37630 

Louisville,  Kentucky  40223-7630 

1-800-999-7608 

502-425-6759 

LOUISIANA 

Louisiana  Medicare  Part  B 

PO.  Box  83830 

Baton  Rouge,  Louisiana  70884-3830 

1-800-462-9666 

504-927-3490 

MAINE 

National  Heritage  Insurance  Company 

P.O.  Box  1000 

Hingham,  Massachusetts  02044-9191 

1-800-492-0919 

MARYLAND 

Counties  of:  Montgomery,  Prince  Georges 

Medicare/Xact  Medicare  Services 

PO.  Box  890065 

Camp  Hill,  Pennsylvania  17089-0065 

1-800-444-4606 

Rest  of  state:  Trail  Blazer  Enterprises 

PO.  Box  5678 

Timonium,  Maryland  21094-5678 

1-800-444-4606 

MASSACHUSETTS 

National  Heritage  Insurance  Company 

PO.  Box  1000 

Hingham,  Massachusetts  02044-9191 

1-800-882-1228 

MICHIGAN 

Health  Care  Services  Corporation 

Michigan  Medicare  Claims 

PO.  Box  5544 

Marion,  Illinois  62959 

313-225-8200 

In  906  area  code:  1-800-562-7802 

Rest  of  state:  1-800-482-4045 

HCSC  Walk-in  Office 
Edison  Plaza 

660  Plaza  Drive,  15th  floor 
Detroit,  Michigan 

MINNESOTA 

Medicare/MetraHealth. 
8120  Penn  Avenue  South 
Bloomington,  Minnesota  55431 
1-800-352-2762 
612-884-7171 
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MISSISSIPPI 

MetraHealth 

P.O.  Box  22545 

Jackson,  Mississippi  39225-2545 

1-800-682-5417 

601-956-0372 

MISSOURI 

Counties  of:  Andrew,  Atchison,  Bates,  Benton, 
Buchanan,  Caldwell,  Carroll,  Cass,  Clay,  Clinton, 
Davies,  DeKalb,  Gentry,  Grundy,  Harrison,  Henry, 
Holt,  Jackson,  Johnson,  Lafayette,  Livingston, 
Mercer,  Nodaway,  Pettis,  Platte,  Ray,  St.  Clair, 
Saline,  Vernon,  Worth 
Medicare/Blue  Cross  and 

Blue  Shield  of  Kansas,  Inc. 
1133  S.W.  Topeka  Blvd. 
Topeka,  Kansas  66629-0001 
1-800-892-5900 
816-561-0900 

Rest  of  state:  Medicare 

General  American  Life  Insurance  Co. 

PO.  Box  505 

St.  Louis,  Missouri  63166 

1-800-392-3070 

314-843-8880 

MONTANA 

Medicare/Blue  Cross  and  Blue  Shield 

of  Montana,  Inc. 

340  North  Last  Chance  Gulch 

PO.  Box  4310 

Helena,  Montana  59604 

1-800-332-6146 

406-444-8350 

NEBRASKA 

Medicare  Part  B 

Blue  Cross/Blue  Shield  of  Kansas 

RO.  Box  3512 

Topeka,  Kansas  66601-3512 

1-800-633-1113 

NEVADA 

Medicare  Part  B 

PO.  Box  6705 

Fargo,  North  Dakota  58108-6705 

1-800-444-4606 

NEW  HAMPSHIRE 

National  Heritage  Insurance  Company 
PO.  Box  1000  — 

Hingham,  Massachusetts  02044-9191 
1-800-447-1142 

Carriers  can  answer  questions  about  Medical 
Insurance  (Part  B) 


NEW  JERSEY 

Xact  Medicare  Services 

PO.  Box  890065 

Camp  Hill,  Pennsylvania  17089-0065 

1-800-462-9306 

NEW  MEXICO 

Medicare  Services  New  Mexico 

PO.  Box  25500 

Oklahoma  City,  Oklahoma  73125-0500 

1-800-423-2925 

(In  Albuquerque)  505-821-3350 

NEW  YORK 

Counties  of:  Bronx,  Columbia,  Delaware.  Dutchess, 
Greene,  Kings,  Nassau,  New  York,  Orange,  Put- 
nam, Richmond,  Rockland.  Suffolk,  Sullivan, 
Ulster,  Westchester 
Empire  Medicare  Services 
PO.  Box  2280 
Peekskill,  New  York  10566 
1-800-442-8430 
516-244-5100 

County  of:  Queens 
Medicare/Group  Health  Inc. 
P.O.  Box  1608,  Ansonia  Station 
New  York.  New  York  10023 
212-721-1770 

Rest  of  state: 

BC/BS  of  Western  New  York 

Upstate  Medicare  Division-Part  B 

PO.  Box  5200 

Binghamton,  New  York  13902-5200 

1-800-252-6550 

607-766-6223 

NORTH  CAROLINA 

CIGNA  Medicare 

PO.  Box  671 

Nashville,  Tennessee  37202 

1-800-672-3071 

910-665-0348 

NORTH  DAKOTA 

Medicare/Blue  Shield  of  North  Dakota 

4305  13th  Ave.,  S.W. 

Fargo,  North  Dakota  58103-3309 

1-800-247-2267 

701-277-2363 

OHIO 

Medicare/Nationwide  Mutual  Ins.  Co. 

PO.  Box  57 

Columbus,  Ohio  43216 

1-800-282-0530 

614-249-7157 
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OKLAHOMA 

Medicare  Services  Oklahoma 

701  N.W.  63rd  St. 

Oklahoma  City.  Oklahoma  73116-7693 

1-800-522-9079 

405-848-7711 

OREGON 

Medicare  Part  B 

P.O.  Box  6702 

Fargo,  North  Dakota  58108-6702 

1-800-444-4606 

PENNSYLVANIA 

Xact  Medicare  Services 

PO.  Box  890065 

Camp  Hill,  Pennsylvania  17089-0065 

1-800-382-1274 

RHODE  ISLAND 

Medicare/  Blue  Cross  and  Blue  Shield  of 

Rhode  Island 
444  Westminster  Street 
Providence,  Rhode  Island  02903-3279 
1-800-662-5170 
401-861-2273 

SOUTH  CAROLINA 

Palmetto  Government  Benefits  Administrators 

Medicare  Part  B  Operations 

PO.  Box  100190 

Columbia,  South  Carolina  29202 

1-800-868-2522 

803-788-3882 

SOUTH  DAKOTA 

Blue  Shield  of  North  Dakota 

4305  13th  Ave.,  S.W. 

Fargo,  North  Dakota  58103-3309 

1-800-437-4762 

TENNESSEE 

CIGNA  Medicare 

PO.  Box  1465 

Nashville,  Tennessee  37202 

1-800-342-8900 

615-244-5650 

TEXAS 

Medicare/Blue  Cross  &  Blue  Shield  of  Texas,  Inc. 

PO.  Box  660031 

Dallas,  Texas  75266-0031 

1-800-442-2620 

214-235-3433 


UTAH 

Medicare/Blue  Shield  of  Utah 

PO.  Box  30269 

Salt  Lake  City,  Utah  84130-0269 

1-800-426-3477 

801-481-6196 

VERMONT 

National  Heritage  Insurance  Company 

PO.  Box  1000 

Hingham,  Massachusetts  02044-9191 

1-800-447-1142 
207-828-4300 

VIRGINIA 

Counties  of:  Arlington,  Fairfax; 

Ctys  of:  Alexandria,  Falls  Church,  Fairfax 

Xact  Medicare  Services 

PO.  Box  890065 

Camp  Hill,  Pennsylvania  17089-0065 

1-800-233-1124 

Rest  of  state: 

Medicare/The  Travelers  Ins.  Co. 

PO.  Box  26463 

Richmond,  Virginia  23261-6463 

1-800-552-3423 

804-330-4786 

WASHINGTON 

Medicare  Part  B 

PO.  Box  6700 

Fargo,  North  Dakota  58108-6700 

1-800-444-4606 

WEST  VIRGINIA 

Medicare/Nationwide  Mutual  Insurance  Co. 

PO.  Box  57 

Columbus,  Ohio  43216 

1-800-848-0106 

614-249-7157 

WISCONSIN 

Medicare/WPS 

Box  1787 

Madison,  Wisconsin  53701 

1-800-944-0051 

(In  Madison)  608-221-3330 
TDD  1-800-828-2837 

WYOMING 

Blue  Cross  and  Blue  Shield  of  North  Dakota 

4305  13th  Ave.,  S.W. 

Fargo.  North  Dakota  58103-3309 

1-800-442-2371 

307-632-9381 
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AMERICAN  SAMOA 

Medicare  Part  B 

P.O.  Box  6701 

Fargo,  North  Dakota  58108-6701 

1-800-444-4606 

GUAM 

Medicare  Part  B 

PO.  Box  6701 

Fargo,  North  Dakota  58108-6701 

1-800-444-4606 

NORTHERN  MARIANA  ISLANDS 

Medicare  Part  B 

PO.  Box  6701 

Fargo,  North  Dakota  58108-6701 

1-800-444-4606 


PUERTO  RICO 

Medicare/Triple-S,  Inc. 

PO.  Box  71391 

San  Juan,  Puerto  Rico  00936-1391 

(In  Puerto  Rico)  1-800-981-7015 

(In  Puerto  Rico  metro  area)  787-749-4900 

VIRGIN  ISLANDS 

Medicare/Triple-S,  Inc. 

PO.  Box  71391 

San  Juan,  Puerto  Rico  00936-1391 

1-800-474-7448 


Carriers  can  answer  questions  about  Medical 
Insurance  (Part  B) 


52 


MEDICARE   DESK   REFERENCE 


Durable  Medical  Equipment  Regional  Carriers 


Region  A 

States  of  Connecticut.  Delaware,  Maine, 
Massachusetts,  New  Hampshire,  New  Jersey,  New 
York,  Pennsylvania,  Rhode  Island,  Vermont. 

United  HealthCare 
P.O.  Box  6800 

Wilkes-Barre.  PA  18773-6800 
1-800-842-2052 

Region  B 

District  of  Columbia  and  states  of  Illinois,  Indiana, 
Maryland,  Michigan,  Minnesota,  Ohio,  Virginia, 
West  Virginia,  Wisconsin. 

AdminaStar  Federal  Inc. 
PO.  Box  7031 

Indianapohs,  IN  46207-7031 
1-800-270-2313 


Region  C 

States  of  Alabama,  Arkansas,  Colorado,  Florida, 
Georgia,  Kentucky,  Louisiana.  Mississippi,  New 
Mexico,  North  Carolina,  Oklahoma,  South 
Carohna,  Tennessee,  Texas,  and  Puerto  Rico 
and  the  Virgin  Islands. 

Palmetto  Government  Benefits  Administrators 

Medicare  DMERC  Operations 

PO.  Box  100141 

Columbia.  SC  29202-0141 

1-800-213-5452 

Region  D 

States  of  Alaska,  Arizona,  California.  Hawaii, 
Idaho,  Iowa,  Kansas.  Missouri,  Montana,  Nebraska, 
Nevada,  North  Dakota.  Oregon,  South  Dakota. 
Utah,  Washington.  Wyoming.  American  Samoa, 
Marianna  Islands,  and  Guam. 

CIGNA  Medicare 
PO.  Box  690 

Nashville.  TN  37202 
1-800-899-7095 
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Medicare  Peer  Review  Organizations  (PROs) 


PROs  can  answer  questions  about  the 
quality  of  care  and  access  to  care  in  a 
Medicare-certified  facility.  PROs  cannot  answer 
questions  about  your  bill  or  about  what 


Medicare  covers.  For  Part  A  or  Part  B  billing  or 
coverage  questions,  call  your  Part  B  carrier  or 
your  Part  A  intermediary.  Carriers  are  listed  on 

pages  48-52. 


ALABAMA 

Alabama  Quality  Assurance  Foundation,  Inc. 

Suite  200  North 

One  Perimeter  Park  South 

Birmingham,  AL  35243-2327 

1-800-760-3540 

ALASKA 

PRO-WEST  (PRO  for  Alaska) 

Suite  100 

10700  Meridian  Avenue,  North 

Seattle,  WA  98133-9075 

1-800-445-6941 

(in  Anchorage  dial  562-2252) 

AMERICAN  SAMOA  and  GUAM 

(see  Hawaii) 

ARIZONA 

Health  Services  Advisory  Group,  Inc. 
301  East  Bethany  Home  Road,  B-157 
Phoenix,  AZ  85012 
1-800-626-1577 

(in  Arizona  dial  1-800-359-9909  or  1-800-223-6693) 

ARKANSAS 

Arkansas  Foundation  for  Medical  Care,  Inc. 

PO.  Box  2424 

809  Garrison  Avenue 

Fort  Smith,  AR  72902 

1-800-272-5528 

(in  Arkansas  dial  1-800-272-5528) 

CALIFORNIA 

California  Medical  Review,  Inc. 

Suite  500 

60  Spear  Street 

San  Francisco,  CA  94105 

1-800-841-1602  (in-state  only) 

415-882-5800=^ 


COLORADO 

Colorado  Foundation  for  Medical  Care 
2821  South  Parker  Road 
Aurora,  CO  88014 
1-800-727-7086  (in-state  only) 
303-695-3333* 

CONNECTICUT 

Connecticut  Peer  Review  Organization,  Inc. 

100  Roscommon  Drive,  Suite  200 

Middletown,  CT  06457 

1-800-553-7590 

860-632-2008 

DELAWARE 

West  Virginia  Medical  Institute,  Inc. 
(PRO  for  Delaware) 
3001  Chesterfield  Place 
Charleston,  WV  25304 
1-800-642-8686  ext.  266 

(in  Wilmington  dial  655-3077) 

DISTRICT  OF  COLUMBIA 

Delmarva  Foundation  for  Medical  Care,  Inc. 
(PRO  for  D.C.) 

9240  Centreville  Road 
Easton,  MD  21601 
1-800-999-3362 

(in  Maryland  dial  1-800-492-5811) 

FLORIDA 

Florida  Medical  Quality  Assurance,  Inc. 

1211  N.  Westshore  Boulevard 

Suite  700 

Tampa,  FL  33607 

1-800-844-0795 

813-354-9111 

GEORGIA 

Georgia  Medical  Care  Foundation 

Suite  200 

57  Executive  Park  South 

Atlanta,  GA  30329 

1-800-982-0411  (in-state  only) 

404-982-0411 
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HAWAII 

Mountain  Pacific  Quality  Health  Foundation 
400  North  Park.  2nd  floor 
Helena,  Montana  59601 
1-800-524-6550 

IDAHO 

PRO-WEST  (PRO  for  Idaho) 

Suite  100 

10700  Meridian  Avenue.  North 

Seattle,  WA  98133-9075 

1-800-445-6941 

208-343-4617*  (local  Boise  and  collect) 

ILLINOIS 

Illinois  Foundation  for  Quality  Care 

Suite  350E 

600  Westown  Parkway 

West  DesMoines,  Iowa  50266-7771 

1-800-647-8089 

INDIANA 

Health  Care  Excel 
2901  Ohio  Boulevard 
RO.  Box  3713 
Terre  Haute,  IN  47803 
1-800-288-1499 

IOWA 

Iowa  Foundation  for  Medical  Care 

Suite  350E 

6000  Westown  Parkway 

West  Des  Moines,  lA  50266-7771 

1-800-752-7014 

515-223-2900 

KANSAS 

The  Kansas  Foundation  for  Medical  Care,  Inc. 

2947  S.W.  Wanamaker  Drive 

Topeka.  KS  66614 

1-800-432-0407 

913-273-2552 

KENTUCKY 

Health  Care  Excel 

9502  Williamsburg  Plaza,  Suite  102 

PO.  Box  23540 

Louisville,  KY  40222 

1-800-288-1499 

LOUISIANA 

Louisiana  Health  Care  Review,  Inc. 
8591  United  Plaza  Blvd.,  Suite  270 
Baton  Rouge,  LA  70809 
1-800-433-4958  (in-state  only) 
504-926-6353 


MAINE 

Northeast  Health  Care  Quality  Foundation 
15  Old  RoUinsford  Road,  Suite  302 
Dover,  New  Hampshire  03820-2830 
1-800-772-0151 

MARYLAND 

Delmarva  Foundation  for  Medical  Care,  Inc. 

(PRO  for  Maryland) 

9240  Centreville  Road 

Easton,  MD  21601 

1-800-645-0011 

(in  Maryland  dial  1-800-492-5811) 

MASSACHUSETTS 

Massachusetts  Peer  Review  Organization,  Inc. 
235  Wyman  Street 
Waltham,  MA  02154-1231 
1-800-252-5533  (in-state  only) 
617-890-0011* 

MICHIGAN 

Michigan  Peer  Review  Organization 
40600  Ann  Arbor  Road,  Suite  200 
Plymouth,  MI  48170-4495 
1-800-365-5899 

MINNESOTA 

Stratis  Health 

Suite  400 

2901  Metro  Drive 

Bloomington.  MN  55425 

1-800-444-3423 

MISSISSIPPI 

Foundation  for  Medical  Care,  Inc. 

RO.  Box  4665 

735  Riverside  Drive 

Jackson,  MS  39296-4665 

1-800-844-0600  (in-state  only) 

601-354-0304 

MISSOURI 

Missouri  Patient  Care  Review  Foundation 
505  Hobbs  Road,  Suite  100 
Jefferson  City,  MO  65109 
1-800-347-1016 

MONTANA 

Mountain  Pacific  Quality  Health  Foundation 
400  North  Park,  2nd  Floor 
Helena,  MT  59601 
1-800-497-8232  (in-state  only) 
406-443-4020* 
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NEBRASKA 

The  Sunderbruch  Corporation  Nebraska 

6000  Westown  Parkway 

Suite  350E 

West  DesMoines,  lA  50266 

1-800-247-3004 

402-474-7471 

NEVADA 

Health  Insight 

901  South  Rancho  Lane 

Las  Vegas,  Nevada  89106 

1-800-748-6773 

NEW  HAMPSHIRE 

Northeast  Heahh  Care  QuaUty  Foundation 
15  Old  RolHnsford  Road,  Suite  302 
Dover,  NH  03820 
1-800-772-0151  (in-state  only) 
603-749-1641* 

NEW  JERSEY 

The  Peer  Review  Organization  of  New  Jersey,  Inc. 

Central  Division 

Brier  Hill  Court,  Building  J 

East  Brunswick,  NJ  08816 

1-800-624-4557  (in-state  only) 

1-908-238-5570* 

NEW  MEXICO 

New  Mexico  Medical  Review  Association 

707  Broadway  N.E.,  Suite  200 

PO.  Box  27449 

Albuquerque,  NM  87125-7449 

1-800-279-6824  (in-state  only) 

505-842-6236 

(In  Albuquerque  dial  842-6236) 

NEW  YORK 

Island  Peer  Review  Organization,  Inc. 

1979  Marcus  Avenue,  First  floor 

Lake  Success,  NY  11042 

1-800-331-7767 

516-326-7767 

NORTH  CAROLINA 

Medical  Review  of  North  Carohna 

Suite  203 

PO.  Box  37309 

5625  Dillard  Drive 

Cary,  NC  27511-9227 

1-800-772-0468 

919-851-2955 


NORTH  DAKOTA 

North  Dakota  Health  Care  Review,  Inc. 
800  31st  Ave.,  S.W. 
Minot,  ND  58701 
1-800-472-2902  (in-state  only) 
1-701-852-4231* 

OHIO 

Peer  Review  Systems,  Inc. 

PO.  Box  6174 

757  Brooksedge  Plaza  Drive 

Westerville,  OH  43081-6174 

1-800-837-0664 

1-800-589-7337  (in-state  only) 

OKLAHOMA 

Oklahoma  Foundation  for  Medical  Quality  Inc. 

Suite  400  The  Paragon  Building 

5801  Broadway  Extension 

Oklahoma  City,  OK  73118-7472 

1-800-522-3414  (in-state  only) 

405-840-2891 

OREGON 

Oregon  Medical  Professional  Review  Organizatiot 

Suite  200 

1220  Southwest  Morrison 

Portland,  OR  97205-2296 

1-800-344-4354  (in-state  only) 

503-279-0100* 

PENNSYLVANIA 

Keystone  Peer  Review  Organization,  Inc. 

777  East  Park  Drive 

PO.  Box  8310 

Harrisburg,  PA  17105-8310 

1-800-222  0771(in-state  only) 

717-564-8288 

PUERTO  RICO 

Quality  Improvement  Professional 

Research  Organization 
Suite  605  Mercantile  Plaza 
Hato  Rey  PR  00918 
787-753-6705*  or  787-753-6708* 

RHODE  ISLAND 

Rhode  Island  QuaHty  Partners,  Inc. 
c/o  Connecticut  Peer  Review  Organization 
100  Roscommon  Drive,  Suite  200 
Middletown,  Connecticut  06457 
1-800-662-5028 
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SOUTH  CAROLINA 

Medical  Review  of  North  Carolina 

Suite  203 

P.O.  Box  37309 

5625  Dillard  Drive 

Cary,NC  27511-9227 
1-800-922-3089  (in-state  only) 
919-851-2955 

SOUTH  DAKOTA 

South  Dakota  Foundation  for  Medical  Care 
1323  South  Minnesota  Avenue 
Sioux  Falls,  SD  57105 
1-800-658-2285 

TENNESSEE 

Mid-South  Foundation  for  Medical  Care 

Suite  400 

6401  Poplar  Avenue 

Memphis,  TN  38119 

1-800-489-4633 

TEXAS 

Texas  Medical  Foundation 
Barton  Oaks  Plaza  Two,  Suite  200 
901  Mopac  Expressway  South 
Austin,  TX  78746-5799 
1-800-725-8315  (in-state  only) 
512-329-6610 

UTAH 

Health  Insight 

675  East  2100  South 

Suite  270 

Salt  Lake  City,  UT  84106-1864 

1-800-274-2290 

VERMONT 

Northeast  Health  Care  Quality  Foundation 
15  Old  Rollinsford  Road,  Suite  302 
Dover,  New  Hampshire  03820-2830 
1-800-772-0151 
603-749-1641 

VIRGIN  ISLANDS 

Virgin  Islands  Medical  Institute,  Inc. 

IAD  Estate  Diamond  Ruby 

RO.  Box  5989 

Sunny  Isle 

St.  Croix,  U.S.,  VI  00823-5989 

809-778-6470* 


VIRGINIA 

Virginia  Health  Quality  Center 

1604  Santa  Rosa  Road,  Suite  200 

RO.  Box  K  70 

Richmond,  VA  23288-0070 

1-800-545-3814  (DC,  MD  and  VA) 

804-289-5320 

(in  Richmond,  dial  289-5397) 

WASHINGTON 

PRO-WEST 

Suite  100 

10700  Meridian  Avenue,  North 

Seattle,  WA  98133-9075 

1-800-445-6941 

(in  Seattle,  dial  368-8272) 

WEST  VIRGINIA 

West  Virginia  Medical  Institute,  Inc. 
3001  Chesterfield  Place 
Charleston,  WV  25304 
1-800-642-8686,  ext.  266 
(in  Charlestown,  dial  346-9864) 

WISCONSIN 

Wisconsin  Peer  Review  Organization 
2909  Landmark  Place 
Madison,  WI  53713 
1-800-362-2320  (in-state  only) 
608-274-1940 

WYOMING 

Mountain  Pacific  Quality  Health  Foundation 
400  North  Park,  2nd  Floor 
Helena,  MT  59601 
1-800-497-8232  (in  Wyoming  only) 
1-406-443-4020* 

*PRO  will  accept  collect  calls  from  out  of  state  on 
this  number. 
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Health  Insurance  Information  and  Counseling 


All  states,  along  with  Puerto  Rico,  the  Vir- 
gin Islands,  and  the  District  of  Columbia,  have 
a  health  insurance  counseling  program  that  can 
give  you  free  information  and  assistance  on 
Medicare,  Medicaid,  Medigap,  long  term  care 
and  other  health  insurance  benefits.  You  can 


call  your  state  counseling  office  and  ask  for 
printed  information,  help  with  choosing  health 
insurance  coverage,  or  even  help  understanding 
your  bills,  insurance  claims  and  explanation 
forms.  Phone  numbers  are  hsted  below.  The 
800  numbers  work  only  within  the  state. 


Alabama  1-800-243-5463 
Alaska  1-800-478-6065 
Arizona  1-800^32-4040 
Arkansas  1-800-852-5494 
California  1-800-434-0222 
Colorado  1-800-544-9181 
Connecticut  1-800-994-9422 
Delaware  1-800-336-9500 
District  of  Columbia  202-676-3900 
Florida  1-800-963  5337 
Georgia  1-800-669-8387 
Hawaii  (808)586-0100 
Idaho  1-800-247-4422 
Illinois  1-800-548-9034 
Indiana  1-800^52-4800 
Iowa  1-800-351-4664 
Kansas  1-800-860-5260 
Kentucky  1-800-372  2973 
Louisiana  1-800-259-5301 
Maine  1-800-750-5353 
Maryland  1-800-243-3425 
Massachusetts  1-800-882-2003 
Michigan  1-800-803-7174 
Minnesota  1-800-333-2433 
Mississippi  1-800-948-3090 
Missouri  1-800-390-3330 
Montana  1-800-322-2272 


Nebraska  (402)  471-2201 
Nevada  1-800-307-4444 
New  Hampshire  1-800-852-3388 
New  Jersey  1-800-792-8820 
New  Mexico  1-800-432-2080 
New  York  1-800-333-4114 
North  Carolina  1-800^43-9354 
North  Dakota  1-800-247-0560 
Ohio  1-800-686-1578 
Oklahoma  1-800-763-2828 
Oregon  1-800-772-4134 
Pennsylvania  1-800-783-7067 
Puerto  Rico  (809)  721-8590 
Rhode  Island  1-800-322-2880 
South  Carolina  1-800-868-9095 
South  Dakota  1-800-822-8804 
Tennessee  1-800-525-2816 
Texas  1-800-252-3439 
Utah  1-800^39-3805 
Vermont  1-800-642-5119 
Virginia  1-800-552-3402 
Virgin  Islands  (809)  774-2991 
Washington  1-800-397^422 
West  Virginia  1-800-642-9004 
Wisconsin  1-800-242-1060 
Wyoming  1-800-856-4398 
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Index 


Address  lists 

Medicare  carriers,  48-52 

Peer  Review  Organizations,  54-57 
Advance  directives,  44 
Ambulance  services,  19 
Ambulatory  surgical  services,  17 
Annual  Part  B  deductible,  23,  47 
Antigens,  21 
Appeal  rights,  38 
Appealing  claims  decisions 

by  carriers,  39 

by  health  maintenance  organizations,  40 

by  intermediaries,  39 

by  Peer  Review  Organizations,  39 

by  providers  of  Part  A  services,  39 
AppHances.  See  Medical  appliances. 
Application  process,  2 
Approved  charges,  23 
Assignment  payment  method,  23 
Assistance  for  low-income  beneficiaries,  44 

Benefit  periods 

hospital  and  skilled  nursing  facility,  4 
Black  lung  benefits,  36 
Blood 

deductible,  14,  46,  47 

hemophilia  clotting  factors,  21 

home  health,  transfusions,  9 

hospital  inpatient,  transfusions,  6 

hospital  outpatient,  transfusions,  17 

Part  A  coverage,  5 

Part  B  coverage,  15 

skilled  nursing  facility,  transfusions,  8 
Breast  cancer  screening,  19 
Buying  Medicare,  41 

Card,  Medicare,  3 

Care  not  covered,  27 

Certified  registered  nurse  anesthetist,  16 

Certified  nurse  midwife,  16 

Charge  limits,  24 

Chiropractors,  services  covered,  16 

Christian  Science  sanatorium,  7 

Claim  number,  3 

Claims 

benefits  explanation  notice,  26 

carrier's  role,  14 

deceased  beneficiary,  26 

insurance  other  than  Medicare,  33-37 

intermediaries'  role,  4 

submission,  for  home  health  care,  10 

submission  process,  25 
Clinical  nurse  specialists,  psychologists,  social  workers, 

16 
Coinsurance,  1,  5,  8, 10,  23 


Complaints 

fraud  and  abuse,  45 

Medigap  fraud,  35 

review  process,  11 

skilled  nursing  facility,  7 
Comprehensive  Outpatient  Rehabihtation  Facility 

(CORF),  18 
Cosmetic  surgery.  15 
Counseling,  10,  18 
Custodial  care,  8,  27 

Data  matching,  37 
Deductibles 

annual.  Part  B,  14,  47 

blood,  5.  14,  46,  47 

hospital  insurance  (Part  A),  5,  46, 

medical  insurance  (Part  B),  14,  47 
Dentists,  services  covered,  16 
Diagnosis  Related  Groups  (DRGs),  7 
Diagnostic  tests,  19 
Dialysis.  See  Kidney  disease. 
Disabled  people 

cancelling  or  losing  Medicare  protection,  43 

eligibility  for  coverage,  1 

employer  health  plans,  35 

enrollment  process,  2,  41 
Doctors 

participating,  23 

services  covered.  14-15 
Doctors  of  osteopathy,  15 
DRGs.  See  Diagnosis  Related  Groups. 
Drugs  and  biologicals 

coverage  under  Part  B,  21 

hemophilia  clotting  factors,  21 

hepatitis  B  vaccine,  21 

immunosuppressive  drugs,  21 

influenza  vaccine,  21 

pneumococcal  pneumonia  vaccine,  21 
Durable  medical  equipment,  20 
Durable  power  of  attorney  for  health  care,  44 

Elective  surgery,  written  estimate  of  costs,  24 
Emergency  room  services,  17 
Enrollment,  Medicare  cards,  2-3 
Enrollment  process 

hospital  insurance  (Part  A),  2,  41 

medical  insurance  (Part  B),  2,  41 
Eye  examinations,  16 
Fee  schedule,  23 

Federally  qualified  health  center,  18 
Financial  assistance  for 

low-income  beneficiaries,  44 
Flu,  21 
Foot  care,  16 
Foreign  hospital  care,  27 
Fraud  and  abuse,  35,  45 
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Health  Care  Financing  Administration  (HCFA),1 
Health  maintenance  organizations  (HMOs). 

See  Managed  Health  care  organizations. 
Heart  transplants,  19 
Hemophiha  clotting  factors,  21 
Hepatitis  B  vaccine,  21 

HMOs.  See  Managed  health  care  organizations. 
Home  health  agencies,  9 
Home  health  aides,  9 
Home  health  care 

Part  A  coverage,  9 

Part  B  coverage,  17 
Hospice  care 

and  managed  health  care  organizations,  29 

description,  10 

services  covered,  10 
Hospital  inpatient  care 

blood,  payment  for,  5 

Christian  Science  sanatorium,  7 

conditions  for  payment,  5 

deductible  and  coinsurance,  5 

foreign  hospitals,  27 

psychiatric,  7 

reserve  days,  6 

services  covered/not  covered,  6 
Hospital  insurance  (Part  A) 

appealing  decisions,  38 

benefit  periods,  4 

buying,  2,  41 

cancelling  or  losing  protection,  43 

coinsurance, 5 

coverage,  5 

deductible,  5 

eligibility,  1 

enrollment  process,  2 

noncoverage,  notice  of,  38 

patient  rights,  9,  11,  44,  45 

premiums,  46 

prospective  payment  system,  7 
Hospital  outpatient  care,  16 
In^munizations,  21 
Immunosuppressive  drugs,  21 
Influenza,  21 

Important  Message  From  Medicare,  12 
Inpatient  care,  hospital.  See  Hospital  inpatient  care. 
Insurance.  Also  see  Hospital  insurance  (Part  A); 
Medical  insurance  (Part  B). 

illegal  sales  practices,  penalties  and  fines,  34 

other  than  Medicare,  claims  submission,  33-37 

supplemental,  33 
Intermediaries, 

appealing  decisions  by,  39 

description,  4 
Kidney  disease 

cancelling  or  losing  Medicare  protection,  43 

and  managed  health  care  organizations,  29 

coverage  booklet,  2,  19,  43 

dialysis  and  transplants,  19 

Medicare  as  secondary  payer,  36 


Laboratory  services 

doctor's  office,  independent,  hospital  outpatient,  19 

hospital  inpatient,  6 
Limits  to  physician  charges,  22 
Liver  transplants,  19 
Living  wills,  44 
Low-income  assistance,  44 

Mammography  screening,  19 
Managed  Health  Care  Organizations 

(HMOs),  29 

appealing  decisions,  40 

enrollment  and  coverage,  31-32 
Medical  appliances,  (Durable  medical  equipment) 

hospice  care,  10 

home  health  care,  9, 10 

inpatient  hospital  care,  6 

skilled  nursing  facility,  8 
Medical  insurance  (Part  B) 

appealing  decisions,  39 

approved  charges,  23 

assignment  payment  method,  23 

benefits  explanation  notice,  26 

buying,  2,  41 

cancelling  or  losing  protection,  43 

claims,  25 

coverage,  14-22 

deductible  and  coinsurance  amounts,  14,  47 

doctors  and  suppliers,  participating,  23 

eligibility,  1 

enrollment  process,  2,  41 

premium  amount,  1,  47 

providers,  participating,  23 
Medical  supplies,  21 

Medicare,  Part  A.  See  Hospital  insurance  (Part  A). 
Medicare,  Part  B.  See  Medical  insurance  (Part  B). 
Medicare  cards,  3 
Medicare  Participating  Physician/Supplier 

Directory,  23 
Medicare  secondary  payer,  35 
Medicare  SELECT,  34 
Medicare  Summary  Notice,  5,  26 
Medigap  insurance 

buying,  33 

fraud,  35 
Mental  illness,  outpatient  treatment,  18,  22 

inpatient  hospital  treatment,  7 
Noncoverage 

notice  of,  38 

Medicare  does  not  cover,  6,  8,  9  ,10,  15,  27 
Nurse  anesthetists,  midwives,  practitioners,  and 

specialists,  clinical,  16 
Nursing  home.  See  Skilled  nursing  facility. 

Occupational  therapy.  See  Therapy. 

Open  enrollment  period,  Medigap,  33 

Optometrists,  services  covered,  16 

Osteopathy,  doctors  of,  15 

Outpatient  hospital,  services  covered/not  covered,  17 
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Oxygen  equipment.  See  Durable  medical  equipment. 

Pap  smears,  19 

Part  A.  See  Hospital  insurance  (Part  A). 

Part  B.  See  Medical  insurance  (Part  B). 

Partial  hospitalization  for  mental  health  treatment,  18 

Participating  doctors  and  suppliers,  23 

Participating  providers,  25 

Peer  Review  Organizations  (PROs) 

address  and  telephone  number  list,  54-57 

appealing  decisions,  39 

complaints,  9,  11 

description,  11 
Physical  examinations,  routine,  15, 17 
Physical  therapy.  See  Therapy. 
Physician  assistants,  16 
Physicians 

participating,  23 

services  covered,  14-15 
Pneumococcal  pneumonia  vaccine,  21 
Podiatrists,  services  covered,  16 
PPS.  See  Prospective  payment  system. 
Premium-free  eligibility,  1 
Premium,  Part  A,  1,  2,  41,  46 
Premium,  Part  B,  1,  2,  41,  47 
Prepaid  health  care  organizations. 

See  Managed  health  care  organizations. 
Prescription  drugs.  See  Drugs  and  biologicals. 
Privacy  Act,  45 
Private  duty  nurses,  6,  8 
PROs.  See  Peer  Review  Organizations. 
Prospective  payment  system  (PPS),  7 
Prosthetic  devices,  21 
Providers,  payment  of,  25 
Psychiatric  care.  See  Mental  illness. 
Psychologists,  clinical,  16 

Qualified  Medicare  Beneficiary,  44 
Quality  of  care.  Also  see  Peer  Review 
Organizations. 

complaints,  11 

fraud  and  abuse,  45 
Radiation  therapy,  6 
Reasonable  and  necessary  care,  27 
Rehabilitative  services.  See  Therapy. 
Relatives,  services  by,  27 
Reserve  days,  6 
Respiratory  therapy,  18 
Respite  care,  hospice,  10 
Routine  physical  examinations,  15, 17 
Rural  health  clinic  services,  18 

Seat  lift  chairs.  See  Durable  medical  equipment. 
Second  opinion  before  surgery,  15 
Secondary  payer,  35 


Services  not  covered,  27 
,  Skilled  nursing  facility 

inpatient  care,  7 

services  covered/not  covered,  8 
Social  Security  Administration 

disability  eligibiUty,  1 

enrollment,  cards,  premium  amounts, 
questions,  1-3 
Social  worker,  clinical,  16 
Special  enrollment  period,  41 
Special  practitioners,  16 

Specified  Low-Income  Medicare  Beneficiaries,  44 
Speech  pathology.  See  Therapy. 
Speech  therapy.  See  Therapy. 
State  survey  agency,  9 

Supplemental  insurance.  See  Medigap  insurance. 
Supplies.  See  Medical  supplies. 
Surgery 

ambulatory,  17 

cosmetic,  15 

elective,  24 

second  opinion,  15 

Telephone  numbers,  toll-free 

Cancer  information,  19 

Health  Insurance  Information  and  Counseling,  58 

Medicare  carriers,  48-53 

Medicare  hotUne,  45 

Medigap,  fraud,  35 

Peer  Review  Organizations,  54-57 
Terminal  illness.  See  Hospice  care. 
Tests,  diagnostic,  15 
Therapy 

Comprehensive  Outpatient  Rehabilitation 

Facility  services,  18 

doctors'  services,  coverage,  14-15 

home  health  care,  coverage,  9, 17 

hospice  care,  coverage,  10 

inpatient,  coverage,  6 

occupational,  6,  8,  9, 10, 15 

outpatient,  coverage,  17 

physical,  6,  8,  9, 10, 15 

radiation,  coverage,  6 

respiratory,  18 

skilled  nursing  facility,  coverage,  8 

speech,  6,  8,  9, 10, 15 
Toll-free  telephone  numbers. 

See  Telephone  numbers. 

Vaccines,  21 
Veterans  benefits,  36 

Wheelchairs.  See  Durable  medical  equipment. 
Workers'  compensation  benefits,  36 

X-ray  services,  6, 15, 16, 17, 19 
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Protection  from  Discrimination 


The  Department  of  Health  and 
Human  Services  has  an  Office  for  Civil 
Rights  that  is  responsible  for  enforcing 
laws  that  ban  discrimination  on  the  basis 
of  race,  color,  sex,  national  origin,  disabil- 
ity, or  age.  Every  facility  or  agency  that 
participates  in  Medicare  must  comply 


with  the  law.  If  you  beheve  that  you  have 
been  discriminated  against  based  on  any 
of  these  categories,  contact  one  of  the 
offices  listed  below. 

Use  this  table  to  find  the  Office  of 
Civil  Rights  for  your  State. 


State 


Telephone 


TTY/TDD 


Connecticut,  Maine,  Massachusetts, 

New  Hampshire,  Rhode  Island,  Vermont (617)  565-1340 (617)  565-1343 

New  York,  New  Jersey, 

Puerto  Rico,  Virgin  Islands (212)  264-3313 (212)  264-2355 

Delaware,  District  of  Columbia,  Maryland, 

Pennsylvania,  Virginia,  West  Virginia (215)  596-1262 (215)  596-5195 

Alabama,  Florida,  Georgia,  Kentucky, 

Mississippi,  North  Carolina,  South  Carolina, 

Tennessee (404)  331-2779 (404)  331-2867 

Illinois,  Indiana,  Michigan, 

Minnesota,  Ohio,  Wisconsin (312)  886-2359 (312)  353-5693 

Arkansas,  Louisiana,  New  Mexico, 

Oklahoma,  Texas (214)  767^056 (214)  767-8940 

Iowa,  Kansas,  Missouri,  Nebraska (816)  426-7278 (816)  426-7065 

Colorado,  Montana,  North  Dakota, 

South  Dakota,  Utah,  Wyoming (303)  844-2024 (303)  844-3439 

American  Samoa,  Arizona,  California, 

Guam,  Hawaii,  Nevada (415)  437-8310 (415)  437-8311 

Alaska,  Idaho,  Oregon,  Washington (206)  615-2290 (206)  615-2296 


ens  LIBRflRV 


,«ALT«  ^ 


3    amS    DDDD740E    7 


O 
o 

i-h 

o 

D" 
CD 


CD 
CD 


"0 

c 
g; 

o' 
2* 
o' 

13 


o 

I 

o 

CO 
CO 
■vl 


o  5 


ii 

>  a 

33    CO 
O    C 

Cfl 
CO 

o 
o 


o 

o 
d/ 

CD 

c 
w 

CD 

(J) 

CO 


CD 

-vj 

W_ 

cn 

o 

3 
o 

— \ 

o 

CD 

CD 

o 

" 

c 

K 

3_ 

£U 

'< 

^ 

CO 

&> 

o 

13 

c 

Q. 

CD 

C» 

cn 
o 


O 


o 

<D 


3 
Q) 

3 

o_ 

5" 

> 

a 
3 

5' 
55" 

fi) 

o" 

3 


X  C 

>  > 

Z  3] 

1^ 

m 

33 

< 

o 
m 


